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INTRODUCTION TO THE PORTFOLIO
This Portfolio consists of three chapters, Academic, Clinical, and Research which 
comprise a selection of work completed over the three year duration of clinical 
training. Each chapter has a summary at the beginning explaining the contents 
within.
In addition to the three chapters, there is a Clinical Appendix at the end of the 
Portfolio which contains activity logs and supervisor evaluation forms for the 4 Core 
Placements and 2 Specialist Placements which were completed.
The Portfolio incorporates a wide range of subject matter, including "core" aspects 
of Clinical Psychology as well as more specialized aspects. A variety of theoretical 
models, client groups, and therapeutic interventions are covered.
For the reader's ease, references are situated at the end of each individual piece of 
work in which they have been cited.
In addition, each page of an essay or research project has a header in the top right 
hand comer informing the reader of the general category of that piece of work.
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SUMMARY
This section of the Portfolio contains five selected essays completed in Years 2 and 
3 of the course.
The academic content of Year 1 was assessed by unseen written examinations 
covering topics from Adult Mental Health, Rehabilitation, and Learning Disability: 
all were passed.
The five essays contained here are presented in chronological order of completion 
according to course criteria. They are listed below, with frill titles and a brief 
synopsis of content.
♦ Older Adult essay
Are older people different to younger people in their need fo r psychological 
involvement? Discuss with reference to psychological knowledge and theories.
This essay considers the process of ageing from both a biological and psychological 
perspective, drawing on Erikson's developmental model of the life cycle. 
Implications for service delivery are considered.
♦ Literature Review
The Design o f Environments fo r People with Dementia.
This essay reviews the current literature regarding residential environments for older 
adults with dementia. Examples are given of actual residential settings in different 
countries, linking practice with theory, and examining the implications for current 
and friture provision.
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♦ Neuropsychology essay
For the neurological disorder o f your choice, critically discuss the contribution that 
neuropsychology can make to the assessment o f this condition.
This essay discusses the role of neuropsychology in the assessment of Parkinson’s 
Disease including the use of specific tests for localized brain function. In addition, 
the possible role of clinical neuropsychology in assessing disability and handicap is 
considered.
♦ Psychodynamic essay
A Critical Comparison o f Dynamic and Cognitive-Behavioural models o f Therapy.
This essay explores the central issue of "relationship" in therapy in the context of an 
integration^ approach. Consideration is also given to the role of common factors as 
a route to psychotherapy integration.
♦ Specialist essay
How are the theoretical principles o f Group Theory applied to the treatment o f 
Child Sex Offenders?
This essay attempts to review the key elements of groupwork theory and to apply 
the theory to existing methods of treatment of sex offenders. In the absence of any 
discrete group theory which is applicable to sex offenders, therapeutic outcome is 
considered.
4
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OLDER ADULTS ESSAY 
YEAR 2 
PSYCH. D.
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Older Adults essay
Are older people different to younger people in their need for psychological 
involvement? Discuss with reference to psychological knowledge and theories.
The challenge of defining old age is more complex than might appear at first sight 
(Stokes 1992), since the phenomenon of ageing can be considered from a number of 
different perspectives, for example, biological, sociological and psychological. 
Western society considers older adults to be those over the age of 65, but they are 
not a homogeneous social group. Taylor & Ford (1983) exammed age, sex and 
social class differences and established substantial variations across subgroups in 
terms of income, health, psychological functioning and social support. Since many 
older adults are living longer than previously, it is prudent to make a distinction 
between the age groups 65-74 years (the "young-old”) and those over 75 years (the 
"old-old”); this can be justified on both health and economic grounds. Seventy five is 
the age after which notable disability, whether physical, mental or both, becomes 
prevalent (Pitt 1982). The "old-old" are more likely than their younger counterparts 
to live in poor housing and have incomes below the official poverty line, which may 
be partly due to a cohort effect: older people are poorer because they were bom and 
grew up during a different historical period compared with the "young-old", and did 
not benefit from socio-economic "advances", such as occupational pensions.
However, in spite of this distinction, which may be considered somewhat arbitrary, 
the reality of psychological service provision to older adults is that the cut-off point 
in many departments is 65 years, and any further distinctions in terms of service 
provision are left to individual departments or specialties to debate and decide. In 
keeping with this, the term "older adult" or "older person/ people", when used in this 
essay, refers to someone over the age of 65.
When considering any differences between older and younger adults, an important 
factor is living conditions. Demographic data for the United Kingdom (Stokes 1992) 
demonstrates that the vast majority of older adults (94%) do not live in either 
hospitals, residential or nursing homes. However, the kind of households in which 
older adults live varies greatly according to age; in the 65-74 year old age group, 
most older adults live with their spouse, but with advancing age, the proportion of
6
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older adults living alone increases steadily. Thus, the most common living 
arrangement after the age of 75 is of living alone, although it would be imprudent to 
regard single living arrangements as necessarily representing a forced choice, 
characterized by sadness, since some authors (Thompson & West 1984) have 
reported the strong desire of many older people to live alone, rather than with
relatives or in care.
In view of the fact that many older adults live alone in the community, attention has 
been focused upon issues of available support; Wenger (1989) developed a typology 
of support networks in old age which consisted of all the people available to an older 
adult to provide companionship, support or personal care in a regular way. It was 
found that older adults have, on average, five to seven members in their support 
networks, most of whom are family and a high proportion of whom are themselves 
middle-aged or older. Clearly then, although older adults do appear to live in a 
different way from their younger counterparts, they do not, for the most part, appear 
to live in neglect, isolated from their communities. Even when poor health and 
disability become a feature of life, the evidence appears to suggest that most are 
supported by an informal network of relatives, friends and neighbours. In this sense, 
the demographic situation per se amongst older adults does not necessarily indicate a 
different need for psychological involvement, when compared with younger adults; 
however, there are other aspects of ageing which do render older adults more 
psychologically vulnerable.
As stated earlier, ageing can be considered from a number of different perspectives, 
including biological and psychological. In terms of the biological perspective, there 
is an undisputed general decline in terms of physical well-being in later life, known as 
senescence, and this has two elements: those negative organic alterations which have 
a strong genetic component, and those which are the consequence of cumulative 
environmental factors. Even in the absence of disease though, changes in the 
structure and function of bodily systems are inevitable and occur in all the major 
organ systems, such as brain, sense organs, bone, skin, respiratory system and 
kidney and bladder. Moreover, the decline of these systems confers upon the older
7
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adult numerous problems of differing severity that their younger counterparts do not 
bear to the same degree, examples being Alzheimer's Disease and stroke. Despite 
feverish medical research, there is no way at present in which the process of 
senescence can be slowed down or reversed, and the ability to compensate for and 
accept one's ageing body is arguably the key to how old age is regarded. 
Unfortunately, a reluctance or inability to adapt to inevitable bodily decline can 
result in it being a time of depression or despair, and this is why the process of 
ageing can usefully be considered from a psychological perspective.
Psychological ageing is a complex phenomenon and requires an understanding of 
psychological time experience which Schroots & Birren (1990) define as the 
perception, subjective judgment and estimation of the duration of events and the 
amount of elapsed time. These perceptions result in individual interpretations of the 
past, present and future and can influence whether age-graded behaviour, expected 
by society, is displayed. Yet, regardless of the age at which an individual considers 
himself or herself to be "old", old age is often characterized by "bewitchment by 
expectation" (Pitt 1982). A set of attitudes come into play which are often based 
upon myth and ill-informed stereotype. Old age is not seen as a time for growth and 
achievement; moreover, the life of the individual appears increasingly without 
meaning and their contribution to society negligible. After a lifetime of productivity, 
most older adults wish to be of continuing use and it is to their detriment that 
societal views are often at odds with this desire. Thus, the status of old age does 
appear, at some level, to render older adults more psychologically vulnerable in 
some respects than younger adults, but equally, later life cannot be viewed as the 
only life stage which allocates people roles which produces conflict, neither is it the 
only phase of the life cycle characterized by the need to adjust and negotiate crisis.
Understanding of the human life cycle has been augmented by normative models of 
human development which have proposed a structure within which life events are 
experienced, and one of the most influential theory of life course changes which 
extends beyond middle age to include a psychology of old age is that developed by
8
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Erikson (1963). His analytical theory of human psychological development extended 
from infancy to old age (see below);
Developmental Stase Life Crisis to be Resolved
1. Infancy Basic trust v. Mistrust
2. Childhood (1) Autonomy v. shame/doubt
3. Childhood (2) Initiative v. guilt
4. Childhood (3) Industry v. inferiority
5. Adolescence Ego identity v. Role
confusion
6. Young adulthood Intimacy v. isolation
7. Adulthood Generativity v. stagnation
8. Old age Integrity v. despair
The eight developmental stages are sequential, although those of adulthood are not 
assigned to specific ages. Resolution of each stage facilitates adaptation to the next 
developmental stage. For the purpose of this essay, it is the penultimate stage of 
generativity versus stagnation and the final stage of integrity versus despair which 
hold the greatest interest, and it is thus all the more unfortunate that Erikson's model 
has not been subject to empirical analysis, since the exact nature of the relationships 
between the stages are unknown, and the mechanics of change are uncertain. 
Empirical research into human development is difficult to undertake since data 
obtained on progression through the life cycle is dependent upon subjective reports 
which can be unreliable. An alternative and antithetical model of the life course was 
proposed by Bromley (1990); his complex sequence model views adult life as more 
disorderly and unpredictable than Erikson's ordered model, and also suggests wide 
differences between individuals and their circumstances into which a large element of 
chance intrudes. However, in general, it may be that attempts to confirm or 
operationalize the concepts of developmental stage theories are frustrated by the 
inadequacy of the available existing methods and means of assessment.
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Erikson, Erikson & Kivnick (1986) described the characteristics of the stage 
associated with old age; the achievement of ego-integrity represents a feeling that 
life’s major goals have been attained, as well as an acceptance of one's life without 
regret, and a loss of fear of death. Unfortunately, this does not appear to be the 
prevailing pattern amongst most older adults. Loss is a common theme among older 
adults, to the extent that it can be seen to characterize old age; examples of losses 
faced by older adults are many, such as family and friends, health and vitality, 
meaningful activity and, even, "future". These losses mean that older adults 
frequently face multiple difficulties of a chronic or acute nature at a time when their 
resources for dealing with such problems may be reduced. With younger adults, 
activity can be delayed and frustrations or failures dismissed with the intention to try 
again and defer goals. For older adults, such futurism is often obsolete and 
unfulfilled dreams and aspirations may remain unfulfilled. Thus, according to Stokes 
(1992), one of the major losses of old age is the loss of a psychological future, 
something which has major implications for psychology services. One of these is that 
the psychology of old age requires not solely an appreciation of the current life 
situation, but an understanding of the lifespan also. For some older adults, the past 
may represent a platform which can empower them for the future, yet for others, it 
may bring little comfort and even less stability in later life. There has been 
recognition of the specific importance of a biographical perspective when working 
with older adults and this has led to the use of reminiscence therapy, something 
found predominantly in older adult services. There is no single function of 
reminiscence; rather, it can be seen as a gradual, healthy adaptation to fading social 
demands. Reminiscence may be a process through which ego-integrity is achieved, a 
way of maintaining self-identity and promoting self-esteem in later life, the 
opportunity to highlight uniqueness, or the means by which older adults can be seen 
as valued members of society by communicating wisdom through storytelling, 
although the latter appears to be decreasing in utility in twentieth century society.
Given the fact that old age does appear to confer at least some disadvantages on 
people, we should expect that psychological problems of adult life, such as 
depression and anxiety will be at least as common in older adults as in younger
10
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adults, and this is borne out in research studies; Kay, Beamish & Roth (1964) 
established that about 15% of older people in their community sample had a 
functional mental illness or personality disorder of at least moderate severity. 
Estimates of the rates of severe levels of depression are typically in the range 
between 2-5%. Most studies find higher rates of depression in women, which 
parallels the situation for younger adults. Murphy (1983) reported that depression 
amongst older adults was closely related to the incidence of stressful life events and 
that there was poor prognosis. However, despite the prevalence of depression 
among older adults, as a group, they are still more likely to be prescribed medication 
and to receive less psychological help than younger adults, although the latter is 
slowly changing. Nonetheless, there remains in many professional settings an air of 
therapeutic nihilism which discounts older adults regarding their suitability for 
therapeutic input. These attitudes will only be changed when it is seen that 
psychological therapies can benefit older adults; for that to happen, the content areas 
of therapy need to be modified in order to take account of the relevant physical and 
psychological issues that have been discussed here, many of which suggest that older 
adults do have different needs to their younger counterparts in terms of 
psychological involvement. With the rare exceptions of reminiscence therapy and 
reality orientation, most psychological interventions offered to older adults have 
been "imported", lock, stock and barrel from mainstream adult mental health 
settings, with an emphasis upon behavioural models and increasingly, cognitive 
models. Group therapy rather than individual therapy has been advocated for older 
adults, both for its cost-effectiveness and to counteract the isolation and loneliness 
presumed to be common in old age. There have been few empirical studies assessing 
treatment efficacy or outcome with this client group; such studies would enable 
professionals to assess the utility of current approaches, as well as to encourage the 
development of new or modified psychological models which may be more beneficial 
to older people in terms of their needs
In recent years, psychological theory has played an important role in the care of 
older adults, and it will hopefully continue to do so by expanding and developing 
existing models of therapy. In addition to individual clinical consultancy, attention
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should be directed toward the wider areas of service delivery and evaluation, training 
and research. Psychologists should be concerned not only with the tactical aims of 
assessment and therapy, but with the more strategic objectives of influencing 
attitudes in society. This may seem somewhat grandiose, but to deny or minimize the 
impact that societal attitudes and expectations have on older adults does them a 
great disservice and ultimately undermines the profession in terms of the advances it 
has already achieved.
12
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The Design o f Environments fo r  People with Dementia
The rapidly increasing population of older adults with dementia has been widely 
documented, as has the fact that the proportion of people affected rises rapidly with 
age. It is estimated that between 5 - 10% of people over the age of 65 have senile 
dementia, whilst 22% of adults over the age of 80 are affected (Bergmann & Jacoby 
1982). Given that the population of over 80 year olds is expected to double by 2010 
(Craig 1983), the number of affected individuals is expected to rise by 41% between 
1977 and 2001 (Office of Health Economics 1979).
These figures and predictions have been accompanied by a concomitant increase in 
the numbers of people with dementia entering residential homes for older adults, and 
have led many professionals and academics to consider the type of environment that 
should be provided for these people. However, there are different aspects of the 
environment which need to be considered; Lawton (1970) suggested a set of basic 
distinctions that should be made when using the term:
- the personal environment, composed of the individuals who play a significant 
social role in relation to the subject
- the small group environment, an aggregate of two or more people with whom 
the person interacts
- the supra-personal environment, which refers to the dominant characteristics 
of the aggregate of other individuals in physical proximity to the subject
- the social environment, composed of the major normative and cultural forces 
to which the individual is exposed
- the physical environment, whether natural or man-made
Broadly speaking, the focus regarding the design of environments for people with 
dementia has largely remained on the physical aspects, although more recent articles 
(Taft et. al. 1993) have addressed social aspects also. Both will be considered duly.
Keen (1989) acknowledges that there has been general agreement that institutional 
living has detrimental effects on individuals; moreover, these effects become more
15
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marked as the institution becomes more restrictive. The effects are related to the 
nature of the regimes in which residents find themselves, wherein physical care is 
often adequate but the needs or preferences of residents for privacy and control over 
their own lives are not recognized. What has not been clear, however, is what 
contribution the buildings themselves - the designs - may have made to the problems 
observed.
A simple way of describing the differences between buildings has been to look at 
their size, shape and layout. In terms of size, Keen (1989) reports that there have 
been two broad trends: the first relates to economies of scale and is typified by 
buildings of 20, 40 or even more beds; the second emphasizes the desire to provide 
accommodation which is deliberately "domestic" in scale, where it is assumed that 
"home-like" care can only be achieved in buildings of similar size to ordinary 
housing. With regard to shape and layout, Norman (1987) describes a number of 
homes which cater for people with severe dementia; what is immediately interesting 
to note, is the increasing diversity in the range of accommodation offered, a point 
echoed by other authors (Booth 1985). The very fact that there exists such 
variability in the physical characteristics of homes ostensibly designed for similar 
purposes has led many researchers to attempt to adopt more uniform methods of 
evaluating design. However, this has not met with much success, for several reasons: 
there is no systematic way of representing information about the physical 
environment that allows comparison across different buildings (Keen 1989); it is not 
clear which are the important physical dimensions which should be studied and how 
these relate to observed behaviour and subjective responses; there is no obvious way 
to "control" for effects of the physical environment which has meant that research 
designs have necessarily failed to distinguish between possible influences of the 
design and the regime.
Another problem raised by Keen (1989) is that of architectural determinism; Hillier 
et. al. (1987) define architectural determinism as the belief that architectural design 
affects individual behaviour in some way - that is, that it acts as an independent 
variable in a describable process of cause and effect. Keen (1989) advocates that the
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existence of architectural determinism be acknowledged, and alternative approaches 
sought. Other authors are less aware; Booth (1985) rejects what he terms "crude 
architectural determinism" and instead offers the view that the physical environment 
is important for the way in which it may or may not be used, and for the constraints 
and opportunities it presents, rather than for its direct effect upon outcomes.
Thus far, the discussion has been predominantly academic, with little reference to 
actual examples of specific studies of environments for people with dementia. Netten 
(1989) studied 13 homes for older adults, with an emphasis upon the complexity of 
the design from the residents' point of view. Although a variety of types of home 
were included in the study in terms of age, design, purpose-built etc., the main 
difference in the usage of the buildings was in terms of group and communal 
accommodation. A group home was defined as one in which the activities of daily 
living, eating, sleeping and so on were confined to a definable area for a particular 
subgroup of residents. Communal homes were characterized by a single dining area 
where all residents ate. There were usually several sitting areas, but the larger areas 
tended to be concentrated in one area of the home, away from the bedrooms. Where 
these homes were purpose built, they typically had long corridors.
Two principal tools were used in the study: "route diagrams" which described a 
resident's use of the home, and a measure devised to indicate each resident's ability 
to find their way around the home. Although the study was essentially exploratory, 
Netten reached the following tentative conclusions:
- the variables that influence a resident's ability to find their way around differ 
between group and communally designed homes
- group homes appeared to provide a more favourable design, especially where 
there were physically frail older adults with dementia
- in group homes, the level of lighting was an important aid to route finding
- in communal homes, residents were best able to find their way around homes 
that had been adapted from older premises
17
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- in both types of home, landmarks or "meaningful decision points" can be seen 
as aids to a resident finding their way around
Following this study, with its tentative conclusion that group homes provide a more 
favourable design, there appears to have been an increase in the number of group 
homes for older adults with dementia. Handysides (1993) describes an NHS unit 
opened in South London in December 1992 specifically for people with dementia. 
Amongst the reasons for the opening of the unit, he cites the increasing number of 
older adults, as well as the ongoing closure of psychiatric hospitals as part of 
Government Health Policy. The architect for this unit was Michael Manser who has 
already written in the psychiatric literature about the relationship between 
architecture and dementia. The unit is known as a group home, since it provides all 
the activities of living, sleeping and eating in a definable area for a group of 
residents. The unit was designed on a cruciform plan with an enclosed courtyard in 
the centre which leads to four houses. 12 residents live in each of 3 of the houses, 
and in the 4th are provided day care, administrative, kitchen and laundry facilities. 
Each house is colour coded to help residents remember where they are, and the 
flooring in different parts of the building feels and sounds different according to 
where it is, again to aid residents in knowing their location within the building.
Clearly, the design of this unit was influenced at least in part by the pre-existing 
literature on dementia care, as evidenced by the use of a group home format, the use 
of landmarks and other differentiating media.
The design of such homes for older adults with dementia is not limited solely to the 
U. K. Atkinson (1995) describes the development of CADE Units (Confused And 
Disturbed Elderly) in New South Wales, Australia. There are striking similarities to 
the design already described, namely, smallness (each unit typically has 8 - 1 0  people 
which is considered optimum size), domesticity (homelike environment, leading to 
the facilitation of involvement in everyday activities), proximity to the local 
community (thus maintaining social networks), reduced extraneous stimuli (designed 
to decrease unnecessary stimulation of residents), the highlighting of important
18
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stimuli (e.g. toilet and bedroom doors), provision for planned wandering within a 
safe setting, and a simple environment with good visual access and good use of 
natural light. In addition, the CADE Units attempt to use familiar decor, including 
furniture from the 1940's and 1950's wherever possible, recognizing the fact that 
long-term memory is better preserved than short-term memory in dementia.
These studies and articles in the literature suggest that the physical aspect of the 
environment in dementia care has been well attended to; however, the social context 
has historically received less attention until more recent times. Taft et. al. (1993) 
state that staff approaches in dementia care are equal in importance to the 
architecture and physical design; moreover, they suggest that there has been a lost 
emphasis upon the critical role of staff in generating relationships and cultures that 
support and validate people with dementia. They cite the creation of a "therapeutic 
milieu" as being a target for those working in dementia care and suggest that 
Gunderson's (1978) model be adopted as a blueprint. He listed 5 elements that can 
affect a therapeutic environment;
- safety
- structure
- support
- involvement
- validation
Each element can be taken separately and applied to dementia care, although in 
reality, Taft et. al. (1993) assert that the five elements interact and blend to form a 
whole greater than the sum of their parts. When taken separately, it can be seen that 
each element impinges upon the physical design of a setting for people with 
dementia. For example, safety can be considered the most basic therapeutic 
requirement in dementia care, and is required to prevent dangerous and self 
destructive actions, as well as sustaining physical well-being. However, many people 
with dementia need to pace or wander, and the challenge for staff is to maintain 
safety of their clients in the least restrictive environment. This "problem" has been
19
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solved in some cases by designing walkways as continuous loops, whereby the 
person can wander freely, but will return to their bedroom or living area in the 
course of time. This represents a match between the therapeutic milieu and the 
physical design. Another example of this comes when we consider the element of 
structure, which Gunderson (1978) defined as the "predictable organization of 
person, time and place". In dementia care, structure is provided by the schedule of 
activities which give rhythm and predictability to the client's day. However, routine 
also needs to be tempered with flexibility. Structure is also provided by the physical 
environment which provides boundaries and mediates environmental stimuli. Some 
authors have criticized architecture for being a barrier (Cohen 1991), citing as an 
example large activity rooms that can lead to overstimulation of clients, leading in 
turn to anxiety, agitation or withdrawal. However, staff can manipulate the level of 
stimulation by making changes in the physical environment and can also support the 
functional abilities of the client by introducing tasks in simple steps, and by 
decreasing the number and complexity of the environmental demands.
The view offered by Taft et. al. (1993) suggests that a social model of dementia care 
can successfully be paired with the physical design of environments. The social 
model provides a conceptual framework for creating a therapeutic milieu that cares 
for the whole person. Although the architecture and interior design of the physical 
environment are important, their view is that it is the relationships within the social 
environment that create the therapeutic milieu, something for which staff are largely 
responsible. Perhaps with this in mind, we can consider the contribution and 
influence that health professionals should have in terms of the design process, 
preferably from the outset, since buildings are rarely altered to a significant degree 
once built. Health professionals can contribute to the design process by reflecting 
upon their own attitudes and practice, and by identifying clearly who a new building 
is being designed for. With this collaboration, hopefully architecture may continue 
to provide well defined input to the lives of older adults with dementia.
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Kathrvn Walters Neuropsychology essay
For the neurological disorder of your choice, critically discuss the contribution 
that neuropsychology can make to the assessment of this condition.
Dementia is a broad construct that has incorporated all of the degenerative disorders 
as well as many other chronic brain conditions. Clinicians and researchers alike have 
all sought to define the parameters of the dementias. Golper and Binder (1981) 
reserved the term for progressive "global deterioration of mental functions due to 
organic diseases of the cerebral hemispheres... which have a chronic and irreversible 
course". Clearly, imprecision in using the term "dementia" has confused discussions 
of patients and the conceptualisation of their disorders, and it may be that this is an 
inevitable consequence of applying a categorical diagnostic system to disorders that 
are still far from understood.
There are several dementing disorders, including Alzheimer's Disease/ senile 
dementia of the Alzheimer's type. Pick's disease. Multi-infarct dementia, as well as 
the more recent concept of the subcortical dementias; this refers to the behavioural 
symptoms of degenerative disorders involving primarily subcortical structures. 
Instead of the widespread disorganisation of cognitive and personality factors that 
characterise diffuse dementing processes, people with subcortical dementias are 
more likely to experience decreased initiation, slowing in their rate of response and 
specific defects in memory function, although this is still contested to some degree. 
Differences in the behavioural presentation of the various subcortical disease 
processes have been related to the structures invoked in each, as well as to the 
associated variations in neurotransmitter production.
Parkinson's Disease (PD) is associated with cognitive decline characteristic of a 
neurodegenerative process centred on subcortical regions and which will form the 
subject of this essay. PD is primarily a condition of neuronal degeneration of basal 
ganglion structures, particularly the substantia nigra, which form part of the motor 
system of the basal ganglia. Diffuse cortical degeneration may also be present (Boiler 
1980). PD is usually progressive and its outstanding feature is a motor disorder with 
a number of component systems which include muscular rigidity, difficulties
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initiating movements (akinesia) and bradykinesia (motor slowing) resulting in 
dysarthric speech and general loss of agility and fine co-ordination; "resting tremor", 
a rapid rhythmical shaking, usually of the hands, ankles or head , that diminishes or 
disappears with voluntary movement; slowed , shuffling gait; difficulty in starting to 
walk, and, once started, difficulty in stopping. It is unusual for a person to display all 
of the symptoms, particularly in the early stage of the disease.
Parkinsonism is considered a syndrome rather than a disease; there are thought to be 
a number of causative agents. In terms of aetiology, encephalitis and multi-infarct 
dementia are both known to have an influence; there is also thought to be a role for 
toxic reactions and a familial component. However, many cases remain idiopathic.
Studies with Parkinsonism patients have shown that 40-50% suffer mental 
deterioration (Boiler 1980); however. Boiler (1980) points out that dementia in 
these patients is not associated with ageing. There has been a suggestion that there is 
an association between dementia and the dopaminergic drugs used to control motor 
symptoms.
Specific impairments of cognitive functioning in Parkinsonism patients suggest how 
the basal ganglia contribute to cognitive activity; impairments include slowed 
scanning on a visual recognition task (Wilson et. al. 1980), diminished conceptual 
flexibility and slowing on motor response tasks. It has been observed (Mortimer et. 
al. 1982) that certain cognitive and motor impairments tend to occur together, 
possibly implicating the same subcortical lesion site.
Patients with Parkinsonism are most likely to retain a normal level of cognitive 
functioning when compared with other patients with dementing conditions. When 
time is not a consideration, their performance on tests of visual organisation, 
drawing and block design construction can be relatively unimpaired; in addition, 
attention, concentration and immediate memory are likely to remain intact (Walker 
et. al. 1982).
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Lishman (1978) has reported that suspiciousness, irritability and egocentricity appear 
with sufficient frequency to suggest that they may be characteristic of PD. 
Depression is also a common concomitant of the condition, and it is apparent that its 
deleterious effects upon aspects of cognitive functioning such as attention and 
memory should be considered when both testing and evaluating the 
neuropsychological performance of people with PD.
Much of what has been written thus far describing the characteristics of PD is a 
result of research conducted by a variety of workers, many of whom are 
psychologists. The main emphasis of this essay, however, is to describe the 
contribution that neuropsychology can make to the condition in an ostensibly clinical 
setting, and it is to this aspect that we shall now turn.
In terms of the care that is provided for people with PD and other neurological 
conditions, most treatment has traditionally been given by doctors, nurses, 
occupational therapists, speech and language therapists and physiotherapists; 
however, in more recent times, it has become clear that clinical neuropsychologists 
are also able to contribute to patient care, both in terms of treatment itself, and in 
terms of assessment. This essay will focus more upon the latter, although it is 
important to keep in mind the role that clinical neuropsychology plays in the former 
regarding the alleviation of neurological problems.
Assessment can itself be considered in different ways; clinical neuropsychologists 
may be asked to assess someone for a variety of reasons, incorporating diagnostic 
issues, patient care, treatment design and evaluation, and patient rehabilitation. 
Assessment often takes the form, initially at least, of neuropsychological tests which 
can be undertaken for a variety of purposes, including the following (Powell & 
Wilson 1994);
- to detect organic impairment
- to localise the site of any organic lesion(s)
- to aid diagnosis
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- to assess the current level of functioning so as to detect deterioration and to 
give a descriptive basis for rehabilitation
- to yield research data on the mechanism of dysfunction
- to give a baseline against which degree of recovery can be judged
- to make a prediction as to whether a particular surgical intervention should 
occur.
Although testing has often been considered the "domain" of psychologists, 
particularly in a neuropsychological or neurological setting, it is imperative to 
remember that testing without a clear purpose is futile; it is the domain of the clinical 
neuropsychologist to decide what is a clear and reasonable aim. Integral to all 
assessment procedures should be an evaluation of the patient's needs and 
circumstances from a psychological perspective.
Once there is a clear statement of purpose, a good assessment should include 
screening observations which comprise reading case notes, patient observation, 
patient interview, and administration of standardised neuropsychological tests. On 
the basis of these results, it may be that a second phase assessment is deemed 
necessary which may require greater ingenuity and experience on the part of the 
clinical neuropsychologist (Powell & Wilson 1994).
In terms of the standardised tests that could be administered to a PD patient, what 
was given would obviously be contingent upon the stated purpose or aim of the 
referral, as has already been emphasised. However, for the purposes of this essay, 
one could assume that a clinical neuropsychologist would wish to assess the motor 
and cognitive functioning of a PD patient, as well as their memory and language 
function. It is perhaps more helpful to consider how the assessment could address 
different areas of brain functioning in the individual. To this end, the following tests 
could be given;
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- Temporal lobe function
In terms of memory testing, there should be a focus upon both verbal tests (to detect 
left temporal lobe dysfunction) and upon spatial or other non-verbal tests (to detect 
right temporal dysfunction). Examples of the former include Delayed recall of the 
Logical Memory passages of the Weschler Memory Scale (Powell 1979) and the 
verbal form of Meyer's paired associate learning test (Blakemore and Falconer 
1967). Examples of the latter include the Benton Visual Retention Test (Benton 
1955) and delayed recall of the Rey figure test (Rey 1959).
- Parietal lobe function
Somatosensory function can be assessed by clinical tests such as two-point 
discrimination (Corkin et. al. 1970) and pressure sensitivity. The ability to deal with 
spatial relationships can be assessed by a variety of tests including Block Design and 
Object Assembly of the WAIS-R, although the WAIS-R was not designed 
specifically for this purpose. Other characteristics of parietal lobe damage, such as 
apraxia and unilateral neglect are more frequently detected (but not measured) 
through clinical observation and ad hoc tests than by any standardised tests.
- Occipital lobe function
The major results of damage to the occipital lobes are visual field defects or 
agnosias; these are not indicated in the typical symptom pattern of PD. They could 
be assessed by ad hoc tests.
- Frontal lobe function
Clinical observation should reveal deficits in motor control, and interviews, 
supported by standardised questionnaires, should identify changes in personality, 
such as disinhibition.
Deficits in abstract thinking and inability to shift set can be assessed with the 
Wisconsin Card Sorting Test. Planning and initiating programmes of action can be 
assessed using the Trail Making Test (Reitan 1966).
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In addition to the overtly neuropsychological tests, consideration should also be 
given to aspects of a person's mental health that may need to be assessed by a 
clinician. As already stated, depression can be a common concomitant of PD and 
should therefore be assessed with the same priority as the functional deficits of the 
syndrome.
We have discussed specific examples of tests which could be administered by a 
clinical neuropsychologist in order to fulfil part of their assessment of an individual 
with PD. An area that is increasingly growing in terms of assessment is that of 
rehabilitation, and clinical neuropsychologists again have an important role to play. 
There are several factors to be taken into account with regard to rehabilitation, 
including those below (Powell & Wilson 1994):
1. Areas of brain damaged
2. Functions disrupted
3. Probability of spontaneous recovery of these functions
4. Areas of brain intact
5. Functions intact
6. Factors that may affect progress on a rehabilitation programme
e.g. insight
motivation
social and interpersonal behaviour 
neurotic and/ or psychiatric disorder
7. Physical factors influencing the design of a rehabilitation programme
e.g. ambulatory skills
8. Environmental factors influencing the outcome of a rehabilitation
programme
e.g. attitude of spouse
attitude of previous employer 
financial restrictions
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local employment situation
An assessment by a clinical neuropsychologist should state very clearly what the 
relative strengths and weaknesses of the patient are; these should then guide and 
inform the therapy programme itself Of particular importance is the examination of 
cognitive strengths and weaknesses since these will determine the gross treatment 
strategy. It is then the task of the clinical neuropsychologist to translate the strengths 
and weaknesses into goals, not always a simple task, because test or laboratory 
measures do not always correlate highly with self report measures. Clinicians need to 
be aware that the test situation in which they may complete most of their assessment 
of an individual may be far removed from the actual situation for which they are 
assessing the person, for example, the workplace, the domestic situation, etc. 
Ideally, there is no substitute for the direct observation of the person in the actual 
setting(s) in which they will be required to function, which raises the question 
whether such assessment is beyond the remit or practical boundaries of a clinical 
neuropsychologist.
A final but important point to remember when considering neurorehabilitation and 
the role of clinical neuropsychology is that its traditional focus has been upon 
impairment. Increasingly, clinicians are turning their attention to the assessment of 
disability and handicap that result from the neurological episode. Most of the 
neuropsychological tests mentioned in this essay target the nature of impairment; 
there are fewer to target areas of disability and handicap. However, certain 
subjective questionnaires and Assessment of Daily Living scales are being used to 
focus upon these areas, and it is a challenge to researchers and clinicians alike to 
continue to develop more sophisticated and accurate measures of these hitherto 
undeveloped areas. Of course, there are the perennial issues of validity and reliability 
to address, and they continue to create controversy in the literature; perhaps the 
most important point to remember when assessing a person, be it for diagnostic, 
rehabilitation, or other purposes, is to describe them as an individual, and not as a 
collection of jargonistic or neuropsychological terms.
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A Critical Comparison o f Dynamic and Cognitive-Behavioural models o f 
Therapy: Reframing Theoretical Distinctions
Dynamic and Cognitive-Behavioural (C-B) models of Therapy will be considered in 
the context of an integrationist approach, with particular emphasis upon the issue of 
the therapeutic relationship.
Rivalry among theoretical orientations has a long and undistinguished history in 
psychotherapy, dating back to Freud, when different therapies competed for 
attention in a dogma laden environment. Clinicians traditionally operated from within 
their own specific theoretical frameworks, often to the point of being blind to 
alternative conceptualizations (Goldfried 1980). Such idealogical entrenchment may 
have been a necessary developmental stage toward attempts at rapprochement; this 
period was described by Thomas Kuhn (1970), the eminent philosopher of science, 
as a preparadigmatic crisis.
In more recent years ^though, integration between therapies has emerged as a 
developing climate of opinion and the debate between theoretical systems appears to 
be less polemical, or at least more issue-specific (Norcross 1992). Given that 
integration as a concept has probably existed as long, if not longer than 
psychotherapy, it has only really developed into a clearly delineated area of interest 
in the last 15-20 years, with rapid acceleration from 1980 to the current time. This 
naturally leads one to inquire why such an acceleration in interest has occurred. 
Norcross (1992) offers eight interacting, mutually reinforcing factors which have 
fostered the development of integration, and each will be considered briefly.
♦ The sheer proliferation of diverse schools has been one important reason for the in­
tegration surge. Within the broadly dynamic school, there are numerous different 
therapies, none of which has singly achieved long-lasting prominence over the oth­
ers. Arguably, there is more theoretical cohesion among cognitive-behavioural thera­
pies, although this could be due to the fact that this broad school is still in a relative 
stage of infancy compared with the dynamic school.
32
Kathrvn Walters Psvchodynamic essav
♦ A second and related factor is the growing awareness that no one approach ap­
pears to be clinically adequate for all cases. It has been suggested by Beutler (1983) 
that the proliferation of theories is both a cause and symptom of the problem - that 
neither the theories nor the techniques are adequate to deal with the complexity of 
psychological problems encountered.
♦ The proliferation of therapies were in part precipitated by a series of economic and 
social changes in the 1970's, including the advent of legal accreditation of psycholo­
gists, with a resultant surge in professional practice. Recent changes in the U. K. in 
terms of health legislation have probably had an effect upon different schools of ther­
apy, and the reforms, with their emphasis upon accountability and value for money, 
will probably continue to affect service provision long after the life of the present 
Government.
♦ Related to the socioeconomic issues mentioned above has been the rising interest 
in short-term, problem-focused psychotherapies in the last twenty years. It has been 
argued (Davanloo 1980) that it was as a result of financial pressures that therapists 
ceased being as passive and complacent in their long-term models of therapy as they 
had previously been.
♦ The last two decades have given increasing opportunities for clinicians of disparate 
orientations to observe and experiment with various treatments. The relatively recent 
establishment of specialized clinics for the treatment of specific disorders - sexual 
dysfunctions, agoraphobia, and eating disorders, to name a few - have afforded ex­
posure to other theories and therapies that were hitherto more difficult to access.
♦ Despite a noticeable increase in both the quantity and quality of psychotherapy 
outcome studies, research has revealed surprisingly few significant differences in 
outcome among different therapies. With the rare exceptions of psychotropic medi­
cation (not a "therapy" in the sense discussed here) in chronic schizophrenia, and 
cognitive-behaviour therapy with some prescribed cases of depression and anxiety, it 
has not been possible to show that one therapeutic approach is clearly superior to
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another. Luborsky, Singer & Luborsky (1975), quoting from Alice in Wonderland, 
observed that "everybody has won and all must have prizes."
♦ As empirical studies have been largely unable to show differential outcomes attrib­
utable to therapy systems, the field has slowly departed to determine factors com­
mon to successful treatments. It has been suggested that therapeutic success can best 
be predicted by the properties of the client and the working alliance, all of which are 
transtheoretical features of psychotherapy. Only 10-15% of outcome variance is 
generally accounted for by technique variables (Lambert 1992). Prochaska & Nor­
cross (1982) estimate that about one third of treatment outcome is due to the thera­
pist and two thirds to the client. The client, the therapist and the nature of their 
therapeutic relationship are still considered more crucial than technique in terms of 
outcome.
♦ Finally, the development of a professional network has been both a consequence 
and cause of interest in psychotherapy integration. In 1983, the interdisciplinary So­
ciety for the Exploration of Psychotherapy Integration (SEPI) was formed; one of 
the results of such an organization has been to simultaneously reflect and propagate 
the integrative spirit throughout the therapeutic community.
There are different pathways to the integration of the psychotherapies. The three 
most popular routes (Norcross 1992) at present are technical eclecticism, theoretical 
integration, and common factors. All three directions are characterized by a general 
desire to increase therapeutic efficacy, efficiency, and applicability by looking 
beyond the confines of single theories. Although the first two routes to integration 
are clearly important, for the purposes of this essay, the common factors approach 
will be considered, since the therapeutic relationship features so prominently in it. 
The common factors approach seeks to determine the core ingredients that different 
therapies share in common, with the eventual goal of creating more parsimonious 
and efficacious treatments based on those commonalities. However, it is not only 
commonalities that are evident across therapies; there are also unique or specific 
factors attributable to different therapies, and an important achievement of
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psychotherapy research has been the demonstration of the differential effectiveness 
of a few, selected therapies with specific disorders, (e.g. conjoint therapy for marital 
conflict, C-B-T for panic disorder). The specific versus common factors issue should 
not be seen as a dualism; the proper use of both common and specific factors in 
therapy may be most effective for the client and congenial for the therapist.
If, as is suggested from the available research, the therapeutic relationship is one of 
the most important, if not the most, important factor in successful therapy, one could 
expect much of the relevant training to be in the intentional use of relationship. 
However, this remains a clear gap in most therapeutic training and perhaps this 
should not be surprising since many models of therapy have narrowly sterotyped the 
therapeutic relationship. Examples of this can be seen in C-B and Dynamic therapy: 
C-B therapy (C-B-T) can be criticized for its tendency to see the therapeutic 
relationship as a means to an end, with its main emphasis being upon immediate 
symptom reduction. In addition, C-B-T could be accused of a general neglect of 
interpersonal factors in problem presentation. This issue is tackled by Saffron (1990) 
and he asserts that account has to be taken of such beliefs or factors, since our 
definitions of self and others are essentially interpersonal. One way of achieving this 
in therapy is to place increased emphasis upon interpersonal relationships. This has 
traditionally been eschewed more in Dynamic therapy, although the apparent 
disproportionate emphasis upon transference at the expense of other aspects of the 
relationship has also received criticism. However, certain modem Dynamic theorists 
(Weiss 1994) acknowledge the importance of relationship to both client and 
therapist.
To talk of the "relationship" in therapy (be it C-B or Dynamic) as a unitary concept 
is grossly simplistic. Clarkson (1990, 1995) distinguishes 5 different kinds of 
psychotherapeutic relationship which may be potentially available for constructive 
use in all psychotherapy. They will be considered in turn.
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The Working Alliance
This is probably the most essential relationship modality operative in any form of 
psychotherapy, since without it, goals are limited and scope is restricted. It is 
represented by the client's willingness to engage in the psychotherapeutic 
relationship even when they may no longer wish to. It is, to many therapists, 
regardless of theoretical orientation, the crucial and necessary relationship for 
effective therapy (Dryden 1984). The fact that C-B therapists are among the most 
avid proponents of this relationship may explain in part why Cognitive-Behavioural 
therapy is the "bread and butter" therapy of the NHS. The adherence to the working 
alliance model enables the therapist and client to set goals, and assess outcome in 
relation to those goals. Dynamic therapy also requires the working alliance to be in 
place, but may not consider it to be as essential to therapeutic "success", and this 
may be partly attributable to the different time frame of Dynamic therapy when 
compared with C-B-T.
The Transferential/ Countertransferential Relationship
This relationship has clearly been written about and discussed extensively in 
Dynamic models, although it would be rare, if non-existent, to find a similar 
discussion in a Cognitive-Behavioural text. Nonetheless, many 
Cognitive-Behavioural therapists acknowledge the existence and importance of 
transference and countertransference in terms of interfering with or facilitating 
therapy. Moreover, one could draw a parallel between the concept of transference in 
a Dynamic setting, and of client cognitive distortions in a C-B setting.
The Reparative/ Developmentally Needed Relationship
This is another relationship mode which can occasionally be differentiated from the 
others. It is the intentional provision by the therapist of a corrective/ reparative or 
replenishing relationship or action where the original was deficient. Inevitable use is 
made of parenting metaphor. In classic Freudian psychoanalysis, a mirrorlike 
impassivity is expected of the therapist; they should not reciprocate the client's 
confidences, and should not try to educate, morally influence or "improve" the client. 
In practice however, Freud himself occasionally behaved toward his patients in an
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overtly parental way, shouting at them, praising them, and lending them money. 
C-B-T would permit a more active and directive approach on the part of the 
therapist, which could, in some cases, represent a parental role for a client in need. 
The use of modelling in Cognitive-Behavioural therapy could arguably be construed 
as imitating a parent-child interaction.
Since this relationship is possibly the closest in terms of bonding between client and 
therapist, the incumbent professional and ethical responsibilities of the therapist are 
probably the greatest. It would be extremely rare for this relationship to be the 
primary therapeutic modality in a C-B setting, and even in a Dynamic setting, the 
concensus is that it is more frequently found where the client is more damaged.
The I-You Relationship
This relationship is referred to elsewhere in the psychotherapy literature as the "real" 
or "core" relationship and it shows most continuity with the healing relationships of 
ordinary life. It is the person-to-person aspect of therapy, and as such, is the 
opposite of an object relationship. It incorporates a sense of mutuality and is 
characterized by the here-and-now encounter between therapist and client. This 
relationship manifests itself predominantly through self-disclosure on the part of the 
therapist, something which has historically been viewed suspiciously by Dynamic and 
C-B theorists alike. Judicious use of the I-You relationship is probably one of the 
most difficult forms of therapeutic relating, requiring a high level of skill, which may 
account for the less than welcome reception it has received. Nonetheless, it can have 
important consequences for the client, for example, de-idealizing the therapist which 
in turn can facilitate the process of termination of therapy.
The Transpersonal Relationship
This refers to the spiritual dimension of relationship in psychotherapy. This 
relationship covers issues which are esoteric, even existential in nature. There is very 
little documented about it and it is thus more difficult to describe because it is both 
rare and not easily accessible to the kind of descriptions which have been used in 
describing the other forms of therapeutic relationships. However, the notion of the
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transpersonal relationship is invoked when therapists are faced with 
incomprehensible and unpredictable outcomes, which occurs across all therapeutic 
modalities. It can perhaps be best encapsulated in the following quote from Berne 
(1966):
"Je lepensay, et Dieu le guarit"....we treat them, but it is God who cures
them
These five relationships are intentionally or unintentionally present in most 
approaches to psychotherapy, including Dynamic and C-B models. The degree to 
which each is used probably serves to characterize the model of therapy. However, if 
one accepts Clarkson's assertion that the five kinds of relationship are present across 
theoretical models, and one additionally accepts that relationship - the betweenness 
of people - is an intrinsic part of therapy, then one is not too far from the 
integrationist position described at the beginning. Of course, Clarkson's description 
of relationships is unlikely to be exhaustive, and more will undoubtedly be described 
in future literature.
Hopefully, it has been demonstrated that Dynamic and C-B models of Therapy can 
be compared at a theoretical level, although full integration at a practical level has 
not yet been achieved, neither should it necessarily be. A major existing practical 
barrier is language. In addition, many therapists value the structure and degree of 
stability that is afforded by a more dogmatic approach to therapy. Theoretical purity 
provides one with an organized system, a rationale, and circumscribed practices; 
moreover, it stimulates discussion. Nonetheless, it is the opinion of the author that 
Clarkson's model is preferable to the "schoolism" model and represents a way for 
theoretical distinctions to be reframed, although the question of how a therapist 
moves from relationship to relationship/ model to model within therapy is not 
addressed. The fact that this is a criticism raised here highlights the deficit in current 
clinical training in terms of the intentional use of relationship(s) in therapy.
In conclusion, the challenge surely for any therapist is to develop and offer to clients 
clinical models that have both clinical utility and empirical validity; if discourse or 
comparison between theoretical models enables this to occur, then it is surely to be 
welcomed.
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How are the theoretical principles o f Group Theory applied to the treatment o f
Child Sex Offenders?
The therapy of groups is likely to turn on the acquisition of knowledge and 
experience of the factors which make for good group spirit.
(Bion 1943)
Group treatment of sex offenders is increasingly being accepted as the treatment of 
choice in both outpatient and institutional settings. A survey of probation service 
work by Barker and Morgan (1993) indicated that 42 out of 55 services were 
running a treatment programme for sex offenders, the majority being through group 
work. In 1991, the Home Office National Sex Offender Initiative began targeting the 
treatment of sex offenders in prison who had sentences of more than 4 years 
(Thornton & Hogue 1993). In addition, many regional forensic services operate 
outpatient groups.
Several papers outline such treatment, and they focus on different issues, such as the 
way in which the groups have been run, or aspects of denial within the group 
(Mezey, Vizard, Hawkes & Austin 1991). There are fewer outcome studies 
published, possibly due to the inherent methodological problems, although a review 
of treatment outcome with sex offenders by Marshall, Jones, Ward, Johnson & 
Barbaree (1991) concludes that cognitive-behavioural approaches are likely to be 
most effective, particularly with child sex offenders. In the U.K. most groups appear 
to take this approach (Houston, Wrench & Hosking 1995).
Unfortunately, there is currently no discrete theory of sex offender groupwork 
(Clark & Erooga 1994) which means that there is relatively little in the literature 
about the complex processes and dynamics that occur in groups with sex offenders. 
The danger for practitioners facing this situation is that poorly understood group 
processes may create difficulties for putative group leaders, including missed 
therapeutic opportunities and increased potential risks.
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This essay will attempt to review key elements of groupwork theory and apply it to 
the treatment of sex offenders, including addressing the specific characteristics of 
sex offenders and how they may influence the group processes.
Bion's (1961) concept of basic assumption phenomena - powerful emotional forces 
within a group that manifest as a valency towards dependence, pairing, fight or flight 
- gives a valuable insight into how a group may be shifted, obstructed, or even aided 
in its work by unconscious drives. However, this does not provide a systematic 
framework for understanding how a group can be helped to negotiate key 
developmental stages in order to achieve therapeutic aims. Yalom (1985) does offer 
such a framework, with a developmental scheme which assists group leaders in 
predicting which group processes may be most evident at key stages in the group's 
life and how they may be more effectively managed. This aspect of Yalom's (1985) 
model has led some authors (Houston et. al. 1995) to apply this theory directly to 
their work with sex offenders.
Yalom (1985) describes three main stages of group development. The first is the 
initial stage, which is one of orientation, hesitant participation, and issues relating to 
acceptance and approval by the group therapist. The second stage includes issues of 
conflict, dominance and rebellion, in which there tends to be a preoccupation with 
issues of power and control. If the first and second stages are negotiated 
successfully, then by the third stage the group develops cohesiveness, denoted by 
increased trust and self-disclosure between group members, which enables the group 
to tackle the "real work". In addition to the three main stages, Yalom (1985) 
describes additional issues which emerge throughout the duration of a group. These 
are:
♦ subgrouping, which, although not necessarily destructive to the group, needs to be 
acknowledged by the group leaders and members;
♦ problem patients, who may monopolise the group's time and attention;
♦ ending, in which group members show a tendency to avoid issues related to the 
ending of the group.
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Agazarian & Peters (1981), also writing from a psychotherapeutic perspective, 
identify six stages of group development: flight, fight, power and authority, 
overpersonal enchantment, counterpersonal disenchantment, and interdependence. 
These can be seen to be similar to both Bion's (1961) phenomena, as well as Yalom's 
(1985) stages of development in groups. They are also similar to, and elaborate upon 
Tuckman's (1965) aptly named "forming, norming, storming, and performing" stages 
of group development.
In addition to the theory of group development per -se, it is central to any work 
intended to bring about behavioural change that there is an understanding or model 
of how change occurs. Prochaska & Di Clemente (1982) have developed a model of 
change, writing from their experience in the field of addictive behaviours. This is 
shown below:
(3)
MAINTENANCE 
Sustaining/internalising 
new behaviour
(2)
ACTION
Rehearsing
IX
(4) (1)
RE (LAP SE) CONTEMPLATION
Return to some/all Deciding to change
old behaviours Weighing up pros/cons
Give up or try again Start of change process
PRE-CONTEMPLATION 
Defensive/denial/projecting blame 
Depressed/unaware
The four phases of change in this model are preceded by the pre-contemplation 
stage, at which point the skills of motivational interviewing (Miller 1983) are most 
required in order to move the offender to the first stage of change, contemplation.
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In their work with sex offenders, Clark & Erooga (1994) have identified a series of 
phases which appear to be part of the process of individual change with this client 
group, a process which relates well to the Prochaska & Di Clemente (1982) model. 
The model is a flexible one, and individuals may not exactly follow the theoretical 
sequence described shortly.
The phases of change are as follows:
Phase one - denial and resistance 
Phase two - guilt and false motivation 
Phase three - awareness and compliant resistance 
Phase four - awareness and internalisation 
Phase five - awareness and responsibility
Clark & Erooga (1994) assert that their model of phases of individual change is 
helpful both in understanding the responses of group members within the group, as 
well as in preventing premature optimism by professionals about progress in 
treatment.
So far, the focus has been upon theoretical models of group processes and dynamics, 
along with processes of individual change. However, what is also clear from a 
clinical perspective is that there is a diversity of group styles that exist. A core aim 
when working with sex offenders is to help them develop increased responsibility for 
controlling their sexually abusive behaviour. Given that their initial motivation may 
be poor, and levels of denial and distorted thinking may be high (Mezey et. al 1991; 
Eldridge 1992), the choice of appropriate group model should take these factors into 
account.
Brown (1979) identified six models of groupwork practice, and clarified some of the 
major differences in aims and theoretical emphases between the main types:
44
Kathryn Walters Specialist essay
1. Guided group interaction - aim is to change delinquent and anti-social 
behaviour.
2. Problem-solving, task-centred and social skills groups - emphasis on achieving 
specific behavioural change in response to specific behavioural problems.
3. Psychotherapeutic, person-focused groups - aim is to develop the individual's 
mental health, self-esteem and to strengthen interpersonal relationships.
4. Self-help, mutual support groups - essentially self-governing.
5. Human relations training groups - concerned with "here and now" sensitivity 
training.
6. Social goals groups - concerned with groups in their social environment.
Although the above identification of models of groupwork is helpful, consideration 
must be given to how sex offenders are different from other client groups, and how 
this may impinge upon the group process. Salter (1988) has identified several issues 
which are relevant to the application of groupwork with sex offenders.
The first relates to statutory versus voluntary involvement: there are thought to be 
advantages in statutory involvement in group treatment, even though it is 
acknowledged that "voluntary" participants may not be exercising totally free choice, 
succumbing to family or other pressure (e.g. Social Services, medical). However, 
legally mandated attendance can serve to hold an offender to task and ensure 
continued attendance, even though it cannot of course ensure compliance or 
progress within the group itself, a factor that is possibly underplayed by those with 
statutory powers.
Another issue of particular relevance to work with sex offenders relates to 
confidentiality; a degree of confidentiality is imperative to allow offenders to discuss 
their offending behaviour, but this needs to be balanced against the needs of past or 
potential victims and the effect on current work. Given the numerous existing legal 
and ethical dilemmas relating to work with sex offenders, Goring & Ward (1990) 
advocate that a Code of Practice should establish guidelines for the disclosure of 
material to people outside the groups themselves.
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Consideration has been given thus far to theories regarding the dynamics of groups, 
individual change and models of groupwork practice. However, why is it that groups 
are considered to be a particularly relevant medium for therapeutic change? A 
review of current treatment provision indicates that the majority of programmes 
include some element of groupwork, with a significant number of programmes being 
based entirely on groups. The survey of Probation Service provision concluded that 
groupwork was felt to be the most effective way of working with sex offenders 
(Barker & Morgan 1993).
Behroozi (1992) suggests that groupwork is the preferred method of intervention for 
involuntary clients, since a group format can reduce levels of denial, increase the 
need for change, and help clients develop more appropriate ways of dealing with 
their problems. In addition, peer confrontation to address the sources of denial is 
more effective than confrontation undertaken by figures deemed to be in authority. 
This point is supported by Houston et. al (1995) who noted a complex interaction 
between the notion of the victim and victimizer in the two treatment groups that they 
describe. 9 out of their 12 group members had themselves been victims of child 
sexual abuse, and there was a tendency for the men to use their own victimization as 
a justification for their offending behaviour. The authors note that peer confrontation 
appeared a more effective way of ensuring that the men started to accept 
responsibility for their actions.
Glaser and Frosh (1988) assert that groups are able to inherently facilitate the 
overcoming of secrecy which so characterizes child sexual offending, and are able to 
offer the offender the opportunity to begin to accept the new social identity of 
someone who has sexually offended against a child.
Yalom (1985) identified a number of "curative " factors in what he described as 
"group psychotherapy", each of which is applicable to sex offender groupwork. The 
primary curative factor is group cohesiveness which is viewed as a precondition for 
effective treatment. Although compulsion may be the external motivation for joining 
a group, members will stay because of what they derive from the group. Group
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support also enables members to ask questions of themselves and others which could 
be more difficult in one-to-one settings.
Another of Yalom's (1985) curative factors relates to altruism and instillation of
hope; a group of people with similar problems may share similar needs and can ,
r
therefore, provide a valuable source of mutual support, as well as mutual approaches 
to problem-solving. According to Belfer and Levendusky (1985), it is often this 
sense of acceptance which leads to the capacity to instigate life changes. The notion 
of altruism comes from the idea that each group member is a "potential helper" 
(Brown 1979), with the capacity to act as a source of help to others in the group. 
Groups are also able to foster changes of attitude and behaviour by the processes of 
feedback and modelling, and this has particular relevance to sex offenders since they 
often display inaccurate cognitions with regard to interpersonal relationships.
A further central process of groupwork is generalisation; the sense each member is 
able to make for himself from considering the experiences of others in the group. If 
this process is not in place, then groupwork is arguably little more than one-to-one 
work in a group setting, amplified many times over.
Finally, Yalom (1985) suggests that the origin of relationship problems may lie in 
experiences from early family life which can be addressed by the group process. This 
again, has particular relevance to child sex offenders, many of whom themselves 
were the recipients of abusive experiences in childhood. Yalom asserts that early 
interactions can affect current interactions in the group, through transference, and 
the group can act to recapitulate (or replicate) the primary family group, thereby 
working on exposing the source of the "original" problem.
In the absence of any forthcoming discrete theory on groupwork with sex offenders, 
many clinicians find themselves in the position of being expected to facilitate 
treatment groups for child sex offenders whilst utilising and referring to existing 
theories and principles of group processes and dynamics. It seems as if the current 
models and theories fit well with the clinical work that is being undertaken;
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moreover, there are certain characteristics specific to sex offenders which appear to 
make them even more "suitable" for group approaches, and these have been 
discussed. Given the apparent increase in numbers of treatment groups for sex 
offenders in this country, across inpatient and outpatient settings, it is surely 
imperative for the dynamic processes that occur in structured groups to be 
considered, as well as the phases of individual change, when planning such 
interventions.
As with many psychological treatment strategies, the most frequent criticism of such 
groupwork is related to issues of outcome and efficacy. Clarke & Erooga (1994) 
report that a small scale Home Office sponsored research programme is being 
undertaken (SOTEP), but there is a long-term need for ongoing evaluation to 
determine what is most effective in working with child sex offenders. In the 
meantime, the current theories and models appear to more than hold their own when 
applied clinically with this specific client group.
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SUMMARY
This section of the Portfolio contains details of all clinical placements attended 
presented in tabulated format. Placement details are presented in the chronological 
order in which the placement occurred. The total number of days spent on each 
placement are given; in addition, the reader is advised that for all placements, the 
author spent a minimum of three days per week on placement.
A contract is also included for each clinical placement at the end of the chapter. 
These are all photocopies of originals and so are not in the same format as the rest of 
the text.
The reader is reminded that all placement logbooks and supervisor and trainee 
evaluation forms are contained in the Clinical Appendix at the back of the Portfolio. 
These contain details of all client interventions as well as experience of teaching and 
consultation, groupwork, meetings, visits and observations whilst on placement.
This chapter also contains abstracts of five clinical case reports, previously submitted 
for examination. The duty of confidentiality required client anonymity. The case 
reports cover a variety of therapeutic models (Cognitive-Behavioural, Systemic, 
Dynamic) with clients aged from approximately 3 - 9 0  years who were seen in many 
settings, including inpatient, outpatient, community and domiciliary. Four of the case 
reports were written on core placements, and one of them details a 
neuropsychological assessment; the fifth is from one of two specialist placements. 
Case report abstracts are presented in the chronological order in which the 
placements occurred.
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PLACEMENT DETAILS
PLACEMENT CORE/
SPECIALIST
DATES NO.
DAYS
LOCATION
Adult Mental Health Core October '93 - 
April '94
76 Springfield Hospital, 
Tooting.
Learning Disability Core April '94 - 
October '94
67 Northfield, Aldershot.
Child and Family Core November '94 - 
May '95
70 St. George's Hospital, 
Tooting.
Older Adults Core May '95 - 
November '95
86 Elmside, Surbiton 
Hospital, Kingston.
Forensic Specialist November '95 - 
March '96
48 Shaftesbury Clinic 
(RSU)*, Tooting.
Paediatrics Specialist April '96 - 
July '96
38 St. George's Hospital, 
Tooting.
* denotes Regional Secure Unit
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ABSTRACTS OF CASE REPORTS 
♦ Adult Mental Health
A man in his early twenties (Mr X) was referred initially by his GP to the day 
hospital with severe anxiety symptoms. He had a history of anxiety and panic 
disorder lasting two years. In the past, Mr X had received anxiolytic medication and 
had attended an anxiety management group.
An assessment was conducted by consulting past medical notes, as well as 
questioning Mr X. He gave a history of his symptoms, as well as family and personal 
details. Mr X was given a BDI and BAI and scored 27 and 33 respectively.
The initial formulation was Cognitive-Behavioural, and was presented to Mr X in 
terms of predisposing factors, precipitating factors and maintaining factors. Mr X 
responded well to the formulation.
A course of Cognitive-Behaviour therapy was pursued over a total of twelve 
outpatient sessions. The essential rubrics of Beck's model were presented in a 
psychoeducational manner to Mr X, and he was given regular homework tasks that 
were linked to identifying and challenging his Negative Automatic Thoughts 
(NAT's) and dysfunctional assumptions. Mr X was motivated throughout the course 
of therapy and appeared to engage well with the author.
Mr X was given another BDI and BAI at the end of his contact with the author and 
he scored 19 and 39 respectively. This represented an encouraging decrease in his 
BDI score, although the BAI score remained at the same level.
Toward the end of therapy, which was terminated due to the author leaving the 
clinical placement, Mr X disussed his feelings of abandonment. He was referred to 
another Clinical Psychologist for ongoing Cognitive-Behaviour therapy.
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♦ Learning Disability
Miss Z was a four year old girl referred by her Consultant Paediatrician and school 
for advice regarding her behaviour; she had been sucking her bottom lip for the past 
year and there was concern about the effect this could have upon her expressive 
language development. Miss Z had general developmental delay, linked to a rare X 
chromosome abnormality that was discovered when she was approximately one year 
old.
Miss Z was visited at home and the initial assessment conducted with her mother and 
nanny. Both parents were in full-time employment. Miss Z's mother described her as 
a happy but clumsy child. She had been relatively slow in reaching her 
developmental milestones. The lip-sucking began aged two, following an accident in 
which Miss Z hit her lip and it became swollen.
The initial formulation was Behavioural, based upon Miss Z's developmental delay 
(predisposing factor), her fall (precipitating factor) and the reinforcement she 
received (maintaining factor) for lip-sucking. The author conducted a school 
observation of Miss Z in order to assess the frequency of the behaviour. Following 
this, a list of guidelines were drawn up, based upon the positive approach of 
Differential Reinforcement of Incompatible Behaviour (DRI). Unfortunately, the 
author left the placement as the guidelines were being implemented so the outcome 
is not known; however, the family were all prognostically motivated which was 
encouraging.
An alternative, psychodynamic formulation was considered. This conceptualized 
Miss Z's behaviour as possibly being linked to insecure maternal attachment. 
However, it was decided not to theorize too far along this line and was considered 
more suitable to work therapeutically with tangible variables, namely Miss Z's 
behaviour and environment.
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♦ Child and Family
Miss Q was an 11 year old girl referred by her GP because of feelings of nervousness 
before going to school which had started shortly after she began Secondary school.
Miss Q was seen initially, accompanied by her mother. The assessment was 
completed on two subsequent occasions, the last one of which Miss Q's father also 
attended. The majority of information was supplied by the mother and related to 
Miss Q's symptoms (physiological and behavioural), developmental information, 
family situation and educational details.
Miss Q's school was contacted for school reports which were unfortunately scarce in 
information due to her erratic attendance. However, for those subjects in which she 
had been assessed, Miss Q was considered to be below average for her age and all 
teachers expressed concern over her attendance.
The initial formulation was Behavioural and described the factors considered to be 
important, such as reinforcement from her mother for not attending school; this took 
the form of Miss Q accompanying her mother to work to a nursery and helping with 
the young children. This was an activity that Miss Q thoroughly enjoyed.
An alternative formulation was also presented, which drew on systemic thinking. It 
was formulated that the boundary between the parental subsystem and Miss Q had 
become diffuse, and additionally, that the boundary around the parents-child triad, 
which should have been diffuse, had become inappropriately rigid. The rigid triad 
took the form of a stable coalition of child and parent against the other parent. It 
was hypothesized that Miss Q and her mother had formed a coalition which 
excluded not only her father, but also other members of the family.
The action plan consisted of the author administering psychometric tests to Miss Q, 
whilst plans were made for her to receive home tuition via the Educational Welfare 
Service. The network and liaison aspects of this case took so long that the author
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left the placement whilst Miss Q was still actively refusing school. However, the 
author's supervisor continued to work with the family and Miss Q entered a support 
group for girls who also were school refusers.
Psychometric testing confirmed that Miss Q was intellectually around average for 
her age; however, her reading and spelling skills were well below those expected for 
her age and cognitive abilities and were consistent with a diagnosis of specific 
reading difficulty.
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♦ Older Adults (Neuropsychology)
Mr P was a man of nearly ninety years of age who was referred by a Consultant 
Psychogeriatrician for cognitive assessment. There was a possible history of 
cerebro-vascular accident (C VA) but this was not adequately proven. Mr P lived in a 
residential home where he had been for approximately four years. A cognitive 
assessment had been requested because a specific incident had occurred in which Mr 
P had become verbally aggressive and abusive toward staff in his local bank. Staff at 
the residential home described him as irritable.
Mr P was seen at home after the author had spoken with his keyworker who said 
that he was well able to take care of himself in terms of personal hygiene and 
dressing and feeding. Mr P was seen in his bedroom; he misunderstood the purpose 
of the visit, thinking that the author was a physiotherapist come to see his knee. Mr 
P's language was sometimes difficult to understand and he mixed up the first letters 
of several words, something he appeared unaware of.
Mr P was subsequently seen for a cognitive assessment which included several 
measures. He was assessed for Orientation and Attention, Memory, Frontal 
Executive Function, and Left and Right Hemisphere Function.
In summary, Mr P was found to be an active and alert man who appeared to have 
severe dysphasia, both expressive and receptive, which may have accounted for his 
poor performance on the assessment tasks. However, caution was advised since 
aphasie disorders can be mistakenly diagnosed for a global confusional state, and 
thus the importance of re-assessment was stressed. Details of the assessment were 
fed back to staff at Mr P's home and recommendations made regarding their future 
communication with him.
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♦ Specialist (Paediatrics)
Child C was a ten year old boy referred by a Paediatric Community Nurse (PCN) for 
encopresis which he had been suffering with since the age of 4-5 years old. The PCN 
had been seeing Child C for 5 months at the time of referral and did not think she 
was making any progress. He had been seen by a Paediatric Surgeon to establish a 
physical cause, none being found.
Child C was initially assessed by interview, accompanied by his father. There were 
no apparent precipitating events to his soiling and the entire family appeared 
perplexed as to its causation. Child C had been toilet trained as a toddler and had 
achieved fiill bowel control prior to the onset of soiling. In terms of frequency. Child 
C's father said that the soiling occurred 3-4 times per week, always at home, never at 
school or outside the home. Little information was provided by Mr C about his son's 
developmental history. At the end of the first session, Mr C was asked to keep a 
diary of all soiling episodes over the subsequent two weeks. At the time of meeting, 
Child C was medicated daily with the laxative Lactulose, prescribed by the Paediatric 
Surgeon.
The initial formulation was predominantly systemic with the theoretical underpinning 
drawn from the perspective of Second Cybernetics, a theory of mutual causality. As 
such, it challenges notions of linear causality, whcih appeared to fit well with this 
case.
The initial action plan was to join with Child C and his family in their experience of 
oppression by the "sneaky poo", a phrase coined by Michael White. In addition, the 
plan was to review the diary in terms of detail about the soiling in order to gain some 
information about frequency, intensity and duration of episodes.
Child C was seen on a fortnightly basis, always accompanied by his mother or father.
59
Kathrvn Walters
The second and third sessions consisted of an attempt to establish the degree to 
which the family felt oppressed by the soiling. This was hard to achieve with the 
parents who frequently provided evidence to support a purposive construction of 
events. In view of this difficulty, it was decided to reformulate and to work both 
systemically and behaviourally.
To this end, a behaviour programme was devised which would enable Child C to 
"re-leam" how to toilet himself effectively, as well as give him the opportunity to be 
reinforced for behavioural success. Child C was given star charts with clear 
instructions as to how he would receive stars and his parents were encouraged to 
praise all of his efforts.
All subsequent sessions (four) were spent reviewing the previous charts. In addition, 
the use of metaphor was introduced in order to create a "context of contest" 
between Child C and the sneaky poo. The metaphor of football and Euro '96 seemed 
to be of particular value to him.
In terms of outcome. Child C made remarkable progress; in a total of 56 days (8 
weeks) that he was seen, he had only nine episodes of soiling. Moreover, the final 
three weeks prior to termination had been completely free of soiling, which was the 
longest period of time ever for Child C to be free of episodes. It was decided that 
the author would refer Child C back to the PCN who was the original referrer in 
order for his progress to be monitored. Both he and his parents were delighted with 
his progress and were happy to continue to receive input from the hospital.
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ADULT PLACEMENT - KATHRYN WALTERS
OCTOBER 1993 - APRIL 199A
SUPERVISORS: Melanie Welch, Principal Clinical Psychologist.
(Adult Mental Health)
Andre* Van Graan
SUPERVISION: Melanie Welch - 1 hour per week
André Van Graan - 1 hour per week
AIM OF PLACEMENT
To provide experience of working with a broad range of clients 
referred to adult settings, to expose trainees to a wide variety of 
service settings and to learn psychological methods of formulating 
problems and providing appropriate interventions.
MAIN OBJECTIVES
1. To gain experience through participation and observation in 
a range of service settings:-
Adult
Acute Ward 
Day Hospital 
Out-patients’ Clinic 
Clients1 homes
Day Centre - Social Services 
MIND Drop-in Centre 
Sheltered workshop 
G.P. surgery
2. Observation and work with other professionals;
Psychiatrists
CPNs.
Social Worker 
Mental Health Worker 
Voluntary Agencies 
Social Services 
Occupational Therapist 
Art Therapy/Dance Therapy
3. Psychological Approaches to assessing and treating clients.
Initial interview and assessment
Use of standard questionnaires, rating scales and diaries. 
Use of Cognitive and Behavioural techniques 
Writing of letters and reports to referring agencies 
Case presentation to multidisciplinary team 
A range of psychometric tests
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A. A range of clients
Clients age 1 6 - 6 5  years presenting with:
G.A.D.
Panic attacks
O.C.D.
Depression
Phobias
Social Anxiety 
Schizophrenia 
Manic Depression 
Possible organic impairment
5. Attendance at meetings and C.T. seminars 
Psychology Department Meeting 
District Psychology Meeting 
Psychology Department Seminar
Psychotherapy Seminars (case discussion meetings) 
Ward rounds
Multidisciplinary team referrals meeting 
Case conferences
Multidisciplinary team business meeting
6. Visits to specialist services
Eating Disorders Unit 
Behaviour Therapy Team Ward Round 
Deaf Unit
Family Therapy Unit 
Rehab. Team
7. Methods of Learning
Direct observation of supervisors 
Supervisors sitting in and observing my work 
Audiotaping sessions with clients
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Contract for Kathrvn Walters - Learning Disabilities
Core Placement at Northfield
Primary aims of the placement
1. To develop a range of a ssessm en t and clinical skills and knowledge of service 
system s, whilst working with PLD and their carers. This will include people in both 
hospital and community settings, and will cover a wide age range (childhood; 
adolescence; young adulthood; middle age; older people), as well a s  a gender and 
ethnicity mix (where possible).
2. To be familiar with and use formal and informal assessm ent procedures 
appropriately with this client group, in both individual work and in work with carers 
and families.
Secondary aims of the placement
1. To understand the different roles of other professionals working with PLD, and 
the "systems" asp ects of service delivery and development.
2. To experience and understand the organization of clinical psychologists in PLD 
work at departmental, district and regional level.
3. To have the opportunity to develop observational techniques, information 
gathering, interpretation and reporting skills.
4. To becom e familiar with the network of service facilities available for PLD within 
hospital and community settings.
University recommendations for the placement
1. Trainee should s e e  in the region of 10 clients (direct work) over the duration of 
the placement; this would include people seen  only for assessm en ts, and where 
group work w as undertaken, this would be taken into account.
2. Trainee should s e e  clients in each level of severity;
-mild
-moderate
-severe
-profound and multiple handicap
3. The placement will cover the following areas;
-sexuality issu es (relationships, sex  education and social skills, abuse) 
-bereavem ent and loss (external and internal losses, transition issues)
-skills teaching (could be joint with O Ts or CPN's)
-interpersonal skills, assertiveness, anger managem ent
-challenging behaviour (direct work with one client in a community setting;
63
also involvement in a challenging behaviour service, unit or ward in a more 
observational capacity).
-applying psychological m odels and clinical skills across specialities, perhaps 
with a client with anxiety or depression  
-residential placem ent of clients
4. Trainee should have at least two clients where the main focus is through direct 
1:1 client work, and at least two clients who have a high level of language.
5. Trainee should have knowledge about a range of therapeutic approaches; work 
at the Tavistock, RET, Personal Construct Theory, Gentle Teaching, Holding 
Therapy.
6. Trainee should have knowledge of organisational issues
-interface with mental health services 
-services to carers
-interface betw een social services and education etc.
-Community Care Act 
-Education Act 
-Statutory Responsibilities
7. Trainee should have knowledge of the key practical and organisational issu es  
related to resettling people with learning disabilities from hospital to community 
settings.
These aims/recommendations will be achieved bv:
1. Experience working with the following client groups;
-adult with mild learning disability 
-adult with severe learning disability 
-adult with profound learning disability 
-adolescent with learning disability 
-child with learning disability (max. 4 clients)
2. Participating in a Social Relationships Group for clients with a mild/ m oderate  
learning disability.
3. Experience of formal a ssessm en t procedures used to measure;
-general intelligence e.g. WAIS-R, Leiter 
-skills e.g. HALO, ABS
-basis for teaching programmes e.g. Bereweeke, Portage
-sensory loss, physical handicap, language disorder e.g. Leiter, Learning to
Learn, Piagetian approaches
-N eeds e.g. IAN, IPP/Life Planning system
4. Experience of other information gathering, analysis and evaluation;
-audiotapes of client contact
-data gathering and analysis related to behavioural approaches
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5. Planning and carrying out behavioural programmes by direct intervention to;
-increase skills
-decrease problem behaviour
6. Planning and carrying out a behavioural programme through other agen cies e.g. 
parents, staff
7. Working with Community N urses (joint working, input to groups)
8. Becoming familiar with one Portage Schem e
9. Attendance at CLDT business m eetings (when possible) and client m eetings and 
other client or service review/ m anagem ent/ development meetings.
10. Visits to residential and day care facilities as follows;
-Hospital; Northfield, Greenfield 
-Social Services Resource Centre 
-Group Home 
-School/ Nursery 
-Community based Day Services
-Community and/ or hospital based OT department; sensory suite, Northfield
11. Liaison with the following professionals a s  appropriate;
-ward/ community based nurses/ care staff in hom es 
-speech therapist 
-physiotherapist 
-doctor (psychiatrist)
-social worker 
-Day Centre staff 
-educational psychologist 
-occupational therapist
-voluntary agen cies e.g. Mencap, Cheshire Homes 
-teachers
12. Experience and practical involvement in aspects of the resettlement process  
including;
-attendance of resettlement related meetings
-if appropriate, involvement in preparation and post-move support of clients 
-participation in staff training
13. Attendance at one meeting of Learning Disability SIG
14. Attendance (when possible) at weekly Learning Disability Specialty m eetings, 
participating in taking minutes
15. Direct observation of supervisors, and opportunity to be observed by 
supervisors
16. Undertaking suggested  reading linked to clinical work (0.5 day/ week)
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17. Research day (1 day/ week)
18. Study leave (preceding summer exam s - 4  days in total)
Supervision
To be shared by T essa  Lippold (main supervisor) and Heinz Kobler. Formal 
supervision of at least 1 hour per w eek from each supervisor, plus informal 
supervision a s  required.
Kathryn Walters
Clinical Psychologist in Training
T essa  Lippold Heinz^Kobler 
Supervisors
11 May 1994
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CONTRACT FOR CORE CHILD PLACEMENT 
ST. GEORGE’S HEALTHCARE & UNIVERSITY OF SURREY 
PSYCH D PLACEMENT IN CHILD CLINICAL PSYCHOLOGY
20th October 1994 - 11th May 1995
Trainee: Kathryn Walters
Supervisors: Debra Potel and Candy Schrank-Femandez
B ase: St. George's Hospital Medical School
Supervision  Arrangem ents: With Debra Potel at 9.00-10.00 a.m.
W ednesday mornings.
With Candy Schrank-Femandez, to be negotiated on a weekly basis.
M id-Placem ent Review: Thursday 9th February 1995
Aim s
1. To enable the trainee to cover the required child placement criteria as  
set out in the University of Surrey guidelines.
2. To enable the trainee to build on her understanding of therapeutic
"process" and to integrate this understanding into her clinical work.
O bjectives
By the end of the placement the trainee will be able to:
1. A sse ss  children using a range of psychometric tests, a s  and when
appropriate.
2. A sse ss  children and their families for treatment purposes.
3. Adapt her clinical style in order to en gage with both adults and child 
members of families.
4. To write clear precise psychometric reports and relevant letters to other 
agencies.
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25. Begin to link child development, child psychology and abnormal
psychology theories to clinical observation and assessm en t and u se  
this knowledge of theory to both construct formulations and plan for 
treatment programmes.
6. Develop and adapt behaviour modification programmes to suit the 
need s of individuals and system s.
7. Be aware of other therapeutic approaches with families and individuals.
8. Becom e sensitive to ethnic and cultural issues in working with families.
9. Identify child protection issu es and take appropriate action.
10. Identify when to liaise with other professional agen cies e.g. regarding
physical health, child development and school based problems.
11. Participate and contribute to professional psychology meetings.
12. R ecognise her own strengths and identify where the gaps are in her 
knowledge, so  that sh e can use supervision competently.
Method
1. The development of com petency in scientific methods should be in 
accordance with page 6 of appendix 46 of the clinical psychology  
handbook for Surrey University.
2. Observation of other psychologists, multi-disciplinary team members, 
and visits to other agen cies e.g. schools.
3. Participation in team and psychology department m eetings a s  well a s  in 
meeting with other agencies.
4. Liaison with other professionals when appropriate.
5. Direct clinical a ssessm en ts and interventions with a range of children 
and families who are presenting with problems at an appropriate levels  
to the trainees experience. The trainee will be expected to work both 
independently (closely supervised) and with psychologists and other 
multi-disciplinary team members.
6. Regular weekly supervision with both supervisors to develop  
com petencies at the appropriate level.
m iMnnM-?
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37. Adequate note taking in accordance with departmental regulations and 
written reports and letters a s  required.
Minimum Pass Requirements
1. The meeting of objectives to competent level , taking into account the 
trainees stage of training.
2. The submission of any outstanding reports and letters for checking, 
with the trainee taking full responsibility for insuring that changes are 
made and reports sent off within of two w eeks of the placement ending.
Signed: Debra Potel, Candy Schrank-Femandez & Kathryn Walters
Date:
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KINGSTON & DISTRICT COMMUNITY NHS TRUST  
DEPARTMENT OF CLINICAL PSYCHOLOGY 
CORE PLACEMENT - SERVICES TO OLDER ADULTS 
CONTRACT FOR KATHRYN WALTERS
AIMS
To gain an overview of the services available for Older Adults in 
Kingston and District and an understanding of how these fit together 
to form an organisation.
To gain an understanding of the role of the Clinical Psychologist 
providing services for older adults, and how this differs from other 
professions.
To have experience of working in a variety of work settings, with a 
range of client groups and problems, and to develop skills and 
approaches when carrying out interventions eg networking . liaising 
with other professionals, family therapy, marital work, behaviour 
modification, personal construct theory, bereavement counselling etc.
To undertake some area of service development/project work/training. 
OBJECTIVES
To visit and meet staff in the following settings:
Oak Day Hospital
Wards for older adults with mental health problems at Tolworth 
Acacia Unit
Wards for older adults with physical health problems at Tolworth 
Hospital
Social services residential homes, eg Newent house, Murray House 
Private and voluntary residential homes
• Resource centres
To spend time with a consultant psychiatrist, social worker and CPN, both 
in client meetings and. if possible, in individual client work.
To work with outpatients/com m unity clients with the following problems:
• Anxiety
• Depression 
Phobias
Bereavement issues including adjustment to disability
• Carers* issues
.../con tinued
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3.
4.
5.
6 .
7.
8 .
9.
10. 
I L 
12 . 
13.
1.
2 .
3.
4.
Core P lacem ent - Services To Older Adults: C ontract For Kathryn  
W alters (continued)
To observe and carry out neuro-psychological assessm ents using the WAIS- 
R. WMS or Coughlan. MEAMS or Mini Mental State
To consult with staff in relation to problem behaviours in a residential 
setting.
To run a therapeutic group for older adults.
To have experience of a relatives support group.
To attend regular meetings and seminars held in the Psychology Department 
and other meetings within Services for Older Adults.
To have two hours supervision on a weekly basis.
To have one session study time per week.
To meet managers within the EMI Services and Elderly Community Services. 
To can y  out some teaching to staff and/or other colleagues.
To undertake an area of project work.
To gain experience of other areas of psychology work, such as health 
psychology and neuropsychology.
PERSONAL GOALS FOR KATHRYN
To visit RAF Headley Court
To carry out a more detailed psychoneurological assessm ent using a range of 
tests.
To have more assessm ent and rehab experience of working with a client 
suffering from a stroke, eg with Anna on the Stroke Unit.
To gain more experiences of working with clients suffering from behaviour 
problems.
SUE WEBB
Chartered Clinical Psychologist
KATHRYN WALTERS 
Trainee Clinical Psychologist
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SHAFTESBURY C L IN IC , SPRINGFIELD HOSPITAL
PLACEMENT CONTRACT -  DEPARTMENT OF FORENSIC PSYCHIATRY
AIMS OF PLACEMENT: To gain general experience of the 
field of psychology and the law, including assessment, 
treatment and working with other disciplines.
1. Type of Presenting Problem
- Attempt to cover as wide as range as possible, 
with particular emphasis on:
- aggression/ violent behaviour.
- sexual deviation/ offending.
- alcohol and drug-related offences.
- problems of chronically disturbed.
2. Range of Client Age Group
- Attempt to cover as wide a range of ages as 
possible, including young offenders.
3. Types of setting
- Outpatient and inpatient settings including ward 
rounds and community teams.
4 .Assessment
Assessment experience will aim to cover techniques and 
tests that the trainee may not yet be familiar with 
(e.g. repertory grid, MMPI).
In particular, procedures which are concerned with:
- Level of dangerousness.
- The provision of Court reports or other material 
relating to court appearances of clients (including 
suggestibility and compliance).
- Neuropsychological testing/ assessment.
5. Treatment
- To use cognitive and behavioural therapy 
techniques as well as gaining an understanding of 
more ongoing psychotherapeutic processes.
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6. Working Practices
- To be familiar with the working practices 
particular to a service for difficult and offender 
clients.
- Knowledge of issues involved in and the practice 
of security arrangements.
- introduction to the working and implications of 
the Mental Health Act (1983).
- Introduction to the working of the legal system 
and basic issues in criminal law.
7. Academic Component
- To attend departmental and regional academic 
meetings where appropriate.
8. Visits
- To visit services which are aimed at difficult and 
offender clients :
- Prison
- Regional Secure Unit/ Close Supervision Unit
- Services for Young Offenders
- Special Hospital
- Court
9. Supervision
- To receive a minimum of 1.5 hours supervision per 
week with main supervisor.
Julia Houston 
Chartered Clinical 
Psychologist
Kathryn Walters 
Clinical 
Psychologist in 
Training
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ST. GEORGE’S HEALTHCARE NHS TRUST 
DEPARTMENT OF CLINICAL PSYCHOLOGY
TRAINEE CONTRACT
TRAINEE'S OBI.IGATTONS
1. The Trainee w ill attend place nent on the following davs j ^
between /4  [ a n d ____ I 2/~ ~ ) } °l ^ .
2. The Trainee w ill obtain a security badge as soon as possible and wear it at all times 
when on hospital premises.
3. The Trainee w ill contact Occupational Health as soon as possible for advice re; health 
issues.
1 The Trainee w ill provide at l^asr one weeks notice, and pvriçn?hly m om . o f  an;,
annual leave ;o be taken durh.g the placement.
5. The Trainee w ill respect the confidentiality both o f what patients d isclose in sessions
and o f  medical and psychology notes (but see below).
6. Where the Trainee nas any concerns about any child protection issues, s/h e will taxe 
these up with the supervisor in the first instance who w ill then advjfç,*35- who else 
should be informed.
7. The Trainee w ill attend at least one psycho-social ward round on a regular basis.
present a one meeting towards the end m  the nticem ent.
^ ie T ra^ 9 ^  will ajteftd''The';^ee!d^^ m ee tin g i^ fT a  reglilar
l
9. The Trainee w ill document fully all contacts both direct and in-direct, relating to each 
case s/he is formally involved in. All entries in the medical notes and the psychology  
file should be signed and dated.
10. The Trainee w ill produce drafts o f reports/letters on cases promptly when requested 
for checking by the supervisor and take advice on distribution o f  sam e.
11. The Trainee will ensure that administrative processing (PCARD) on all cases is kept 
up-to-date during the placement and completed before the placement ends.
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12. In case o f  sickness, the Trainee should ideally notify the Supervisor on the first day 
o f absence so that appointments can be cancelled or cover arranged. If it is not 
possible to contact the Supervisor, a message should be left with the department. The 
Supervisor should subsequently be updated as to the likely length o f  sick  leave.
SUPERVISOR’S OBLIGATIONS
1. The Supervisor w ill provide regular weekly supervision on ^  tofrthe day at
2. The Supervisor w ill ensure that a desk with access to telephone, clinical interviewing  
space and secretarial support are made available to the Trainee from the j itset.
3. The Supervisor w ill provide literature and suggestions for further reading as 
appropriate throughout the placement.
4. The Supervisor w ill provide regular opportunities for the Trainee to observe a range 
o f  work including liaison with other professionals and direct contact with both 
children and their parents in in-patient and outpatient settings.
5. The Supervisor w ill arrange an induction programme for tne Trainee at me start o f  
the placement.
 ^ The Supervisor w ill endeavour to provide the Trainee with a balanced case with
respect to age, type o f  problem and in-patient/outpatient mix.
The Supervisor w ill, by arrangement, observe the Trainee directly working with 
patients and their fam ilies.
. (aiA jU j —
T RAI NEE  ( SUPERVISOR
DATE: l(
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Kathrvn Walters
Research
Chapter
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Kathrvn Walters
SUMMARY
This chapter represents three distinct pieces of research conducted during the three 
years of clinical training. They are summarized in chronological order as follows:
♦ Year 1
Vicarious Traumatization: A Critical Review.
This is a critical review of the published academic and clinical literature relating to 
the condition of Vicarious Traumatization. Suggestions for possible future research 
needs are made at the end of the review.
♦ Year 2
An Investigation o f Staff Morale within a District Clinical Psychology Department: 
A Pilot Study.
This research was conducted over the duration of a clinical placement. It was 
intended to be a small scale phenomenological piece of research, in keeping with 
British Psychological Society (BPS) guidelines for Research on Placement. A core 
aim of this type of research was to undertake a piece of service evaluation.
♦ Year 3
An Investigation o f Child Behaviour, Maternal Coping and Social Support in 
Families o f Children with Visible and Invisible Craniofacial Anomaly.
This piece of research was intended to be an empirical evaluation of a defined 
research question (or questions). The relevant literature was explored, hypotheses 
generated, a research protocol designed and followed, and data collected and 
analyzed accordingly.
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Kathrvn Walters First Year Research: Literature Review
LITERATURE RE VIF, W 
YEAR 1 
PSYCH. D.
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Kathrvn Walters .First Year Research: Literature Review
VICARIOUS TRAUMATIZATION: A CRITICAL REVIEW  
INTRODUCTION
In the past two decades, there has been an unprecedented interest in the 
psychological aftermath of disaster and victimization, and there is now a 
concomitant knowledge base documenting the psychological consequences of 
traumatic experiences for humans.
The term "victim" has been duly coined, and has generally only been applied to those 
directly involved in disaster: rarely has it been extended to include rescue, medical or 
support personnel. However, more recently the focus has shifted to address this gap, 
and it is now clear (Raphael 1986) that many individuals can be affected by disasters 
indirectly, not least the helpers, who may suffer considerable affective impact. This 
impact has, until recently, largely gone unrecognized, and thus helpers have been 
described as the "hidden victims" of disasters (Kliman 1976). Indeed, attempts have 
been made to classify the types of victims associated with disasters. Taylor & Frazer 
(1981) proposed the classification of six levels of victims, 1° - 6°, with helpers, 
including mental health workers, falling into the categories of 3° or 4° victims.
Some authors have focused specifically upon the psychological consequences for
therapists of exposure to the traumatic experiences of victim clients (McCann &
Pearlman 1990). Persons who work with victims may experience profound
psychological effects that can be disruptive and painful, and which may persist for a
long time after the initial contact with the "victim". This process has been called
vicarious traumatization" and implies a secondary traumatization, one that is not
caused by primary exposure to the stressor, but rather, by re-exposure to the trauma
via the victim. As defined by McCann & Pearlman (1990), Vicarious Traumatization
(VT) can be seen as a conceptualization of the "victim client's" impact on the 
therapist.
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It is the assertion of this review that VT should be regarded in a wider context, 
applicable to broader groups of people than has hitherto been considered. VT is a 
somewhat esoteric concept, and yet, despite the vagaries of definition, its indubitable 
existence and effects raises several interesting questions:
1. Who is vulnerable to the effects of VT?
2. How are individuals affected?
3. What variables influence an individual's susceptibility to VT, and equally, 
how they cope?
4. What are the implications of VT for both the individual and the service in 
which they work/ come into contact with it?
These questions are obviously not exhaustive: however, it is outside of the scope of 
this current review to address all the relevant issues. It is hoped that those questions 
above will be covered by referring to the existing literature on Victimization and 
Trauma.
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CHAPTER 1
It has been apparent for some time now that disaster and/ or victimization can have a 
significant psychological impact above and beyond the understandable effect that it 
has on survivors and on the friends and relatives of victims and survivors (Taylor & 
Frazer 1981): members of the community in which it takes place can be deeply 
affected, as can the professional helpers who have been involved in the management 
and aftermath of the episode.
Over the past ten years, an important development in this area has been the increased 
attention given to the psychological problems which can be experienced by first line 
disaster workers (Duckworth 1991). The greatest demands have typically been 
placed upon the fire, police, medical and emergency transport services. These 
workers would fall into the third level of victim, according to Taylor & Frazer's 
(1981) classification of victims shown below:
- Primary;
- Secondary;
- Third level;
- Fourth level;
- Fifth level;
- Sixth level;
those in the front line
grieving relatives and friends
rescue and recovery personnel
those in the community who are involved
people who may be precipitated into states of disturbance even 
though not directly involved
those who are indirectly involved, or those who, but for chance, 
would have been primary victims
Researchers have examined the effects of disaster work in connection with a wide 
variety of disasters and disaster-like situations, including an air crash (Taylor & 
Frazer 1982), a rail crash (Raphael et. al. 1983/4), an apartment building explosion 
(Durham et. al. 1985), The Bradford Football Stadium Fire (Duckworth 1986), a 
mass suicide situation (Jones 1985), a major bush fire (McFarlane 1986; 1989), and 
a tornado (McCammon et. al. 1988).
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These studies have contributed to the growing awareness of the potentially far 
reaching psychological impact of disasters, and with it, the emergence of new class 
of disaster worker: the trauma counsellor. Professional counsellors with relevant 
skills have increasingly been called upon to help with the management of 
psychological sequelae in different client groups. Further, as confidence in their 
services has arisen, they have become involved at progressively earlier stages in the 
aftermath of disasters. Evidently, this raises the question: what impact could such 
work have upon the counsellors themselves?
Despite the numerous studies already mentioned which have, for the most part, 
focused either upon the primary victims or the emergency rescue personnel, there 
have been few studies addressing specifically the impact of disaster work on helpers 
offering psychological support (Shepherd & Hodgldnson 1990).
Two studies are briefly reviewed:
1. Raphael et. al. (1984) surveyed 95 helpers, defined as personnel involved in the 
rescue work, including a minority offering psychological support (five social 
workers and seven Salvation Army workers), one month following the Granville rail 
disaster, Sydney 1977. They used a brief questionnaire with open questions relating 
to traumatic stress symptoms, e.g. bad dreams, flashbacks. The most common 
stressful experience reported was the feeling of helplessness. 25% of respondents 
had symptoms of anxiety, depression and insomnia.
This study has a number of methodological limitations, including the small sample 
size of those purported to offer psychological support, which could lead to sample 
biases. Additionally, there are well documented limitations of using self report 
questionnaires in studies, such as the potential influence of self serving biases or 
social desirability biases.
This study was one of the first to explore aspects of helper stress, and despite the 
limitations imposed primarily by an incomplete sample, the results suggest that the 
majonty of people involved in disaster work perceive the experience at the time as
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stressful. Even if helpers do not suffer ill effects per se, there seems, nonetheless, to 
be a degree of morbidity associated with the work. The authors advocate debriefing 
programs for organizational frameworks involved with disaster: this is a 
recommendation that has been echoed widely in the literature.
2. Berah et. al. (1984) surveyed all 19 members of a volunteer mental health team 
comprising psychiatrists, psychologists, nurses and a social worker, convened in the 
aftermath of the 1983 Australian Ash Wednesday bushfires; they used a 
questionnaire one month after the team disbanded, and the results indicated that over 
two thirds of the team members experienced the following to severe or moderate 
degrees:
1. shock/ bewilderment;
2. dependency/ need for team support;
3. confusion/ uncertainty;
4. depression/ sadness;
5. helplessness.
Two thirds indicated severe or moderate fatigue, and one third, disturbance of sleep 
patterns and disaster related dreams.
The limited sample size (n=T9) and varied experience of the team members in the 
Berah et. al. study may impose limitations on the wider implications of the 
questionnaire: however, the 100% response rate that the authors reported, coupled 
with the care taken in completing the questionnaire, appears to lend considerable 
validity to the subjective experience of a volunteer mental health team in the 
immediate aftermath of a disaster. A follow-up evaluation of the team members 
could have yielded interesting information regarding the course of subjective 
experience, and possibly focused upon any coping strategies used.
It seems evident that in the wake of a disaster, there will be a significant number of 
people in addition to the 1° victim who experience deleterious effects, and research
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studies in the last ten years have shown that these effects are not experienced solely 
by the emergency rescue personnel: those professionals who work within a 
psychological framework are also vulnerable. Maybe this is not surprising. After all, 
the nature of disaster is such that it encompasses events which are outside the range 
of usual human experience, and can therefore give rise to psychological after effects 
that are as equally removed from the "norm" for all involved.
This point is illustrated by Dixon (1991) documenting a case where 24 cross channel 
ferry workers were referred to a mental health team in the months following the 
capsize of the "Herald of Free Enterprise" in March 1987: all 24 presented with 
symptoms of Post Traumatic Stress Disorder (PTSD) and severe anxiety about 
working at sea, yet 17 had no direct connection with the Zeebrugge disaster, but 
appeared instead to be vicarious or peripheral victims.
Findings in relation to this latter group of 17 feny workers showed they suffered the 
symptoms of PTSD as defined by DSM-IH (APA-1980) and which is characterized 
by. intrusive thoughts, images or dreams about the event j numbing of responsiveness 
to, or reduced involvement with, the external world; and the onset of at least two of 
a mixed group of symptoms representing increased emotional arousal (including 
sleep disturbance, phobic avoidance of situations associated with the traumatic 
event, and exacerbation of symptoms when exposed to stimuli which symbolize or 
represent the event). Further evidence of dysfunction in the 17 was found in the 
areas of work, social activity and interpersonal relationships. With one exception, 
the individuals had been unable to return to work because of severe anxiety; a 
finding given official recognition by the high rate of medical severance within the 
group. Social activities had become severely restricted, and in almost all cases, 
relationships with partners had become strained, sometimes to breaking point. 
Examination of case notes provided little indication of prior vulnerability in terms of 
a personal or family psychiatric history. All 17 were experienced crew members with 
a minimum of 7 years at sea, some including deep sea experience.lt was found that 
the stress symptoms developed gradually over the months following the Zeebrugge
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disaster and were most pronounced at work, worsening in rough weather, or when 
their ship made any unusual movement.
Evidently then, amongst people referred to the Folkestone Mental Health team in the 
three years following the Zeebrugge disaster, there has emerged a group of 17 
workers afflicted in a similar way to victims of the disaster, despite the fact that they 
were not directly implicated in the disaster or its aftermath. This group comprised 
experienced officers and crew of cross channel ferries, and had been at sea for a 
number of months following the disaster, but were experiencing an increased fear of 
the sea which was not reduced by repeated exposure.
This group appears to fit Clegg's (1988) definition of "peripherally involved 
people", who are likely to need help after a disaster, those "who were not actually 
present at the disaster, but who could easily have been". Dixon (1991) believes they 
are likely to be representative of a larger population experiencing similar problems. 
However, at the same time she acknowledges that there were other ferry workers 
who had similar connections with the disaster who were unaffected, at least in a way 
that would be apparent to the professional services.
Whatever the critical individual differences may be are of obvious interest, in that 
they may have a direct bearing upon the likelihood of an individual being susceptible 
to the effects of VT; such factors will be considered presently. This study has clear 
limitations, such as the relatively small sample size and lack of longitudinal 
follow-up. Further exploration of critical individual differences (e.g. personality 
measures) could have yielded interesting results. However, Dixon's (1991) study 
does indicate that, following a major disaster, the "ripples outward" may extend 
beyond 1° victims, relatives and helpers to more peripheral persons: in view of this, it 
is suggested that routine screening of crew members following a disaster could 
identify peripheral victims in need of help. Evidently, these recommendations could 
be equally applied to crew of aeroplanes, trains and other "restricted" working 
environments where there are serious occupational implications to disaster.
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It is now appropriate to turn attention toward a group of individuals who have 
arguably been overlooked in the literature concerning the psychological effects of 
trauma and victimization, possibly because at first glance they do not seem at 
obvious risk: jurors.
In two recent articles, Dabbs (1992) and Feldmann & Bell (1991) advocate crisis 
debriefing sessions in cases of jurors exposed to disturbing material in criminal cases. 
The nature of Western legal systems is such that it places jurors under conditions of 
possible extreme stress, yet without well established support systems to counteract 
such stress. Factors that help to create and maintain this status quo are listed below:
1. The legal system selects citizens at random to serve on juries, and the procedure 
diverts individuals from their normal routines, places them among strangers, and 
subjects them to an overwhelming responsibility.
2. Jurors can be exposed to graphic evidence that may be shocking, gruesome, 
repulsive, emotion-laden and painful.
3. Jurors may experience myriad emotions; horror, anger, pain, sadness, fear, 
sympathy, helplessness, guilt, frustration.
4. Trials may last for several days, weeks or months. The trial phase is generally 
intense and can be exhausting.
5. In cases where jury sequestration or other restrictions are enforced, jurors can be 
made to feel that they are "literally held captive" (Feldmann & Bell 1991), and 
allowed very little input during the trial proceedings which can lead to a feeling of 
powerlessness.
6. Contact with others, even other jurors, during sequestration, is carefully 
monitored to ensure that the case is not discussed prior to deliberations. Even when
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sequestration does not occur, there is an expectation of jurors that they will not 
discuss details of the case with family members or significant others.
7. Jurors' emotional distress does not necessarily end with the trial: they can be 
exposed to media criticism of their performance and verdict, which may create an 
adverse reaction in the community to which they belong or return. Feldmann & Bell 
(1991) report in their 18 month follow-up of 11 jurors who received crisis 
debriefing, that 9 were still experiencing vivid recall of certain aspects of the trial 
experience.
Clearly then, it can be argued that jurors are potentially vulnerable to psychological 
distress by virtue of the role that they are expected to fulfill. The traumatization 
described by Dabbs (1992) and Feldmann & Bell (1991) could be termed vicarious: 
the jurors are not peripherally involved per se as in Clegg's (1988) definition, cited 
earlier, but are nonetheless exposed to traumatic material in a more secondary 
manner, and additionally, have all the concomitant restrictions of the legal system 
placed upon them.
It is interesting that an analogy can be drawn between the position that jurors find 
themselves in, and that which therapists can also be exposed to. Just as jurors do not 
necessarily know at the start of a trial the content of the evidence they will have to 
review, equally, a therapist can not know the extent to which a client will disclose 
shocking, painful, or traumatic material during the course of therapy.
In a comprehensive article focusing on VT as applied to therapists, McCann & 
Pearlman (1990) describe three individuals, all mental health professionals who spent 
a significant proportion of their professional time doing therapy with people who had 
been victimized. All three had experienced nightmares, fearful thoughts, intrusive 
images and suspicions that were directly related to material they had been exposed 
to in therapy sessions.
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The literature has provided different conceptualizations regarding psychological 
work with victims or any other difficult population such as seriously ill persons, 
victims of poverty etc. One of the best well documented previous conceptualizations 
is burnout, which refers to the psychological strain of working with difficult 
populations. The symptoms of burnout have been described as depression, cynicism, 
boredom, loss of compassion and discouragement (Freudenberger & Robbins 1979), 
and the research literature suggests that contributing factors can be professional 
isolation, the emotional drain of empathy, ambiguous success, and feelings of 
inadequacy or incompetence.
McCann & Pearlman (1990) argue that working with victims may produce 
symptoms of burnout in mental health professionals: moreover, that these symptoms 
may be analogous to the trauma survivor's numbing and avoidance patterns, in that 
each reflects an inability to process the traumatic material.
Within the victimization literature, countertransference - the activation of the 
therapist's unresolved or unconscious conflicts or concerns - has incorporated the 
painful feelings, images and thoughts that can accompany work with trauma 
survivors. Danieli (1981) in her work with therapists who work with Holocaust 
survivors found empirical validation for some of the following themes: guilt, rage, 
dread and horror, grief and mourning, shame and utilization of defences such as 
numbing, denial or avoidance. Lindy (1988) identified a number of symptom patterns 
that emerged in therapists who worked with Vietnam veterans, including nightmares, 
intrusive images, amnesia, irritability, alienation and survivor guilt.
These, and other writings suggest that exposure to traumatic experiences may be 
hazardous to the mental health of those close to the victim, including therapists 
involved in the victim's healing process. The different literatures describing burnout 
and countertransference illustrate the different emphases in the field of traumatic 
stress: these relate to whether it is the characteristics of the stressor, or the 
individual's personal characteristics which determine their response to trauma. The 
burnout literature parallels the focus on the stressor characteristics i.e. the therapist
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is distressed because of the nature of the external event ( isolation, emotional drain 
etc.). Conversely, the countertransference literature parallels the focus on 
pre-existing personal characteristics i.e. it attempts to explain the therapist's response 
as a function of his or her previous unresolved psychological conflicts.
McCann & Pearlman (1990) propose an interactive theory, termed Constructivist 
Self Development Theory, which views the therapist's response to client material as 
being shaped both by situational characteristics and the therapist's own psychological 
needs. Their theory incorporates a strong cognitive component: they argue that 
much of the therapist's cognitive world will be altered by hearing traumatic client 
material. Whether these alterations are ultimately destructive to the therapist and the 
therapeutic process depends, in large, upon the extent to which they are able to 
engage in the parallel process to that of the victim client: that is, the process of 
integrating and transforming these experiences of horror or violation. The 
recommendations made by McCann & Pearlman (1990) with regard to dealing with 
VT will be considered in Chapter 2.
This chapter has focused upon the rather esoteric concept of VT, and upon groups 
of individuals who may be susceptible to its effects. The work of McCann & 
Pearlman leads neatly into the next chapter whose focus will be what distinguishes 
those individuals who do experience VT from those who don't. Whether it be 
individual coping mechanisms, service related issues, or personal characteristics 
which serve a "protective" function, it is my contention that each can be applied 
equally to all groups of people who may be vulnerable to VT: rescue personnel; 
maritime workers; jurors; therapists, or others.
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CHAPTER 2
Vicarious Traumatization , by definition, appears to affect those individuals who are 
not directly involved in a traumatic episode, those who, in the case of the rescue 
services , could be termed "helpers" or "caregivers". It is the aim of this chapter to 
explore how it is that some people become vulnerable to VT, and what may maintain 
its course.
No individual exists in a vacuum: everyone has contact with other humans in either a 
family, social or work context. In light of this, it may be helpful to consider those 
factors influencing an individual's vulnerability to VT in some of these contexts.
The first context to be considered is that of the wider Western societal culture which 
we (in the West) are subject to. Short (1979) delineated clearly the ways in which 
certain popular images can produce a polarization of 2 clear kinds of roles :
i) ’’victims” who are seen as resourceless, weak and helpless, and,
ii) ’’helpers” who are seen as being resourceful, strong and powerful.
In a paper strong on description, but weak on supportive empirical data, Raphael et. 
al. (1980) describe the immediate psychological reactions of helpers following a 
disaster or traumatic event. They base their assumptions upon personal contact with 
disaster personnel, and questionnaire and interview responses from workers involved 
with the Granville rail disaster. The typical responses cited include frustration, 
personal inadequacy and anger. Raphael et. al (1980) do not attempt to make a link 
between the responses they claim to be common amongst "helpers" in a disaster 
situation and the role expectations of "helpers" as described by Short (1979), 
possibly because of the methodological difficulties inherent in such a study.
However, this would undoubtedly be an interesting contribution to the field since it 
could help to clarify the hypothesis that those helpers for whom there was a
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"mismatch" between role expectation and role reality would be more likely to report 
negative psychological reactions to a disaster.
In trying to understand the individual helper’s reaction to trauma, a consideration has 
to be made of all of the existing socio-cultural and individual belief systems acting 
upon a person at a given time, as well as factors such as age, experience, 
interpretations and perceptions of the traumatic event. Adaptation to trauma may be 
affected by coping resources, nature of the stressors experienced, and support 
resources (Wilson 1989).
A series of reports by Paton (1989, 1990a, 1990b) comprehensively outlines the 
psychological needs of helpers, and how they can be met before, during and after a 
disaster. In focusing upon the psychological dynamics underlying the symptoms 
described extensively in the literature, Paton (1989) argues that the helper's appraisal 
of the event depends upon training and experience, since these affect expectations of 
what is to be encountered. The closer these expectations to the reality of the 
situation, the higher the levels of predictability and perceived control, thus reducing 
helplessness and uncertainty, two factors which can lead to symptoms, as observed 
by Raphael et. al. (1983/4).
In terms of research methodology, Paton (1990a) argues that the Impact of Events 
Scale (IBS) (Horowitz, Wilner and Alvarez 1979) is the most sensitive measure, and 
hence the most reliable and valid means of assessing the impact of traumatic events 
on individuals, including helpers. He states that the IBS is more likely to pick up 
positive responses about difficulties, although this would surely only be meaningful if 
the responses were significantly different from appropriate control groups. The issue 
of measurement is an important one, since a major criticism of the existing research 
has been the lack of a standardized battery of objective measures for trauma and its 
symptoms.
In a study focusing upon both systems and individual factors in terms of response to 
trauma, Thompson and Solomon (1991) describe the monitoring of experienced
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police body handlers, and the recruitment of new members to a team that was 
involved at the Pan Am Lockerbie crash, the Marchioness pleasure boat sinking, and 
other disasters. The 31 police officers who had volunteered for victim recovery 
duties were asked to complete three questionnaires:
i) the General Health Questionnaire (GHQ), 28 item version (Goldberg &
Hillier 1979)
ii) the EES
iii) the Eysenck Personality Questionnaire (Eysenck & Eysenck 1976)
The results of the questionnaires showed low levels of distress as measured by the 
GHQ, and moderate levels of impact as measured by the IES. In terms of 
personality, the officers were significantly more extroverted and stable than the 
general population. In addition, in contrast to the stereotype of police officers, the 
authors infer that they were more tender minded, as revealed by a low mean score 
on the Psychoticism scale, although this difference was not significant. Correlation 
coefficients were calculated between various demographic and personality variables 
and the IES and GHQ totals. There were no significant correlations between the 
scale totals and age, years of service, number of major disasters attended, EPQ 
Psychoticism, EPQ Extroversion, EPQ lie scale, and whether respondents feared 
another disaster or felt guilty about suffering less than others.
The personality measures confirmed that the group was significantly less neurotic 
than average, and had signifiantly lower scores on the lie scale: this is interesting in 
light of the well held belief that police "culture" does not easily tolerate those who 
admit psychological problems. In this study at least, it would appear that the officers 
involved had accepted the assurances about confidentiality, and were able to give an 
honest account of their reactions.
When compared with other victim recovery teams, that in the Thompson and 
Solomon (1991) study had relatively low IES scores. It is possible that these were 
attributable to managerial factors which included the following; debriefing sessions,
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a relaxation of the normal strict discipline, emphasis upon the voluntary nature of the 
work, and reduction in the usual social distance between the commanding officer 
and the rest of the team.
When evaluating the results of this study, it is important to remember that the group 
was composed of volunteers from within the Police force, which may make them 
different from non-volunteer groups: nonetheless, it would appear that the potential 
trauma of victim recovery and identification can be considerably reduced by the 
implementation of certain measures including;
- the selection of stable, extroverted individuals
- the provision of training in task completion
- humane management
- monitoring of welfare
Could the results of this study be generalized to other groups of helpers? The 
literature does not appear to contain comparable studies in other settings: this would 
surely merit further exploration.
In terms of therapists who are vulnerable to VT through their work, it might be 
expected that they are already managed humanely, but what of their individual 
coping strategies?
In the past decade, coping researchers have studied the effects of stressors on mental 
health workers. Job design, role ambiguity, interpersonal conflict with staff, 
unrealistic goals, client contact and various systemic problems have been identified 
as precursors to burnout (Pines & Maslach 1978: Smolanoff 1983). It is accepted 
that client contact is a major source of stress among mental health professionals, 
although the actual nature of coping with client generated stress had not been 
directly addressed: that is to say, there had been little research regarding the 
client-therapist interaction. Medeiros and Prochaska (1988) attempted to focus on 
this interaction, and by using selected coping scales, identified 6 coping strategies
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that psychotherapists used to deal with the stress experienced in working with 
difficult clients. They were:
a) self re-evaluation and wishful thinking
b) humour
c) optimistic perseverance
d) seeking social support
e) seeking inner peace
f) contingency control and avoidance
The findings suggest that therapists use these coping strategies; however, are they 
adaptive? In order to answer this question, Medeiros and Prochaska (1988) 
ascertained which coping strategies were predictive of the psychotherapist's success 
in coping with a stressful client. The measures of perceived success included the 
intensity, the frequency and the duration of stress experienced in working with a 
stressful client, self perceived ability to cope with that stress, and self perceived 
helpfulness with that client. Their findings suggested that optimistic perseverance 
was the best coping strategy in terms of perceived success for the therapist.
These results were based on correlational data, and thus equal consideration can and 
should be given to the converse of the correlations. In order to determine which 
interpretation is more valid, a longitudinal study of therapists' stress and coping is 
required.
Although this study raises interesting questions for both clinical research and 
practice, there are some methodological limitations which must be considered: 
Medeiros and Prochaska acknowledge the instability of the Coping Scale used in the 
study due to the fact that the six components extracted from the scale accounted for 
only 40.6% of the variance: attention should be focused upon developing a Coping 
Scale which yields more satisfactory results in terms of statistical rigour. Therefore, 
it would be imprudent to generalize these findings too far: still, this study has begun 
to address the issue of how therapists cope in difficult therapeutic situations, and
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further research may provide a more complete perspective upon which processes of 
change and coping mechanisms are most effective for dealing with stressful clients.
The studies reviewed in this chapter have focused upon two very different but 
essential aspects of coping in relation to VT; that of the individual, and that of the 
service. It is evident that VT does not appear to affect every rescue worker, juror, 
therapist or family member. Individual differences in terms of personality, role 
expectation, previous experience, perception of the event, and coping strategies 
would seem to play some part in delineating response to trauma, but there should 
also be a role for the service or organization in which a person is exposed to the 
trauma.
The management of such trauma can usefully be divided into predisaster and 
postdisaster, as described by Dunning (1990), where the disaster is the event that 
precipitates the trauma response. The crux of predisaster stress management is that 
intervention strategies aimed at reducing the negative consequences of trauma 
resulting from exposure to an event should be devised before such an event occurs. 
Certainly, planning that emphasizes the prevention or reduction of such trauma 
would seem intuitively more effective than treating it after the event.
Various authors (Ivancevich 1985) have advocated a stress diagnostic system, or 
stress audit, that should be developed by services, particularly in situations where 
stress can never be eliminated. Under this system, the service would monitor 
situations and incidents that result in indicators of possible psychological trauma eg 
chronic illness, transfer, absenteeism.
O’Neill et al (1982) report that improved job performance and reduced mental 
disability have resulted from the use of preventive stress innoculation programmes. 
Such stress reduction efforts, despite reported assurances of benefits, are not as well 
documented as might be desired in terms of which techniques are most successful, or 
what specific improvements might be expected. However, there are certain general 
principles of pre-disaster management with which many researchers apparently
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concur, including the enhancement of social support and group cohesion (Litton 
1967; Laube 1985).
In terms of post-disaster trauma management, research on psychotherapeutic 
techniques is relatively sparse and suffers from weaknesses associated with 
variability in diagnostic criteria, lack of blind assessments, inability to document 
standardization of therapy, and legal and ethical problems in obtaining control 
groups. One strategy for coping with stressful situations has been to establish 
distance between oneself and the situation causing the stress (Goffinan 1971). This 
is clearly difficult to achieve in the case of therapist and client, and thus may 
necessitate further coping mechanisms. Humour has already been given some 
empirical validation in the Medeiros & Prochaska (1988) study cited earlier; in 
addition, Goffinan (1971) has described the use of humour in hospital scenarios, and 
Dunning (1988) has documented how prank playing can serve to release stress, 
frustration and anger amongst disaster workers.
A relatively new procedure following disaster has been a formally structured 
debriefing (Wagner 1979), which has generally taken one of two approaches: 
educational or psychological (Dunning 1990). The two protocols differ in the 
manner in which the psychological debriefing is presented, although the intent of 
each exercise is to seek integration of the traumatic event into the life history of the 
affected individual. Both approaches involve a group or individual session with a 
caring facilitator who is able to help the individual talk about feelings and reactions 
to the event.
There appears to be relatively little research addressing the efficacy or otherwise of 
debriefing sessions, although there are calls for debriefing to be extended beyond the 
realm of disaster workers (Feldmann & Bell 1991). McCann & Pearlman (1990) 
advocate a supportive environment in which an individual can work through their 
painful experiences, and they emphasize that group members avoid pathologizing 
individuals' responses. Just as PTSD is viewed as a normal reaction to an abnormal
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event, so they view VT as a normal reaction to the stressful and sometimes 
traumatizing work with "victim clients".
However, the pathologizing of individual responses is relatively common, 
particularly amongst disaster workers, and even therapists, who often display 
resistance to acknowledging the psychological ramifications of their occupation. 
This is possibly fuelled by the stereotype of the "helper" role (Short 1979) as strong, 
resourceful and powerful. Perhaps more attention needs to be drawn to 
"normalizing" the response of individuals to trauma, and equally important, the 
process of working through VT should be viewed as parallel to the therapeutic 
process with victims (McCann & Pearlman 1990).
Although most of the emphasis has been on post-disaster interventions, much could 
be accomplished by exploring techniques, skills, and information to be utilized in 
pre- and trans- event programmes. Unless such avenues are explored, organizational 
and occupational resistance to acceptance of the existence of VT in workers could 
continue to prevail. The major impediment to an integrated approach to coping with 
trauma is that relevant research has been limited; recommendations for future 
research will be duly considered.
This chapter has attempted to tease out some of the issues related to individual 
susceptibility to VT, coping mechanisms utilized, and implications for individuals 
and services. Given the well cited research limitations, it would be imprudent to 
make sweeping generalizations: however, it seems that each individual responds 
uniquely and differently to trauma, bringing with them their own personal "baggage" 
of role expectation, past experience, support networks and coping strategies. If this 
is true, then it may be helpful to conceptualize VT as a dimensional construct, 
existing as a continuum, as opposed to a categorical construct. This could 
potentially reduce the possibility of pathologizing individual responses, because VT 
would not be viewed as an "all or nothing" response; instead, there could be an 
acceptance that any person could potentially experience VT, according to the 
individual and situational factors already mentioned. It is not clear from the existing
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literature whether or not there is concensus as to the philosophical nature of VT as a 
concept, and it may seem to the reader to be a little woolly to talk of it as a 
dimensional construct. However, in doing so, one can begin to attempt to "tie down" 
this rather vague notion, which could only have beneficial repercussions in terms of 
future research design.
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CONCLUSION
The questions posed at the beginning of this review focused very much upon the 
mechanics of VT, a task that was not made easy due to the relative paucity of 
relevant literature. Historically, much of the VT research has followed on from 
studies of PTSD, and as such, is still in a stage of relative infancy. It has been the 
aim of this review to expand the notion of VT and of who it can be applied to, as 
well as addressing some of the implications for services and individuals. There are no 
simple answers to the questions posed at the beginning, and the way forward lies in 
further research. The existing studies have gone some way in answering them, but 
suffer from methodological limitations. Future research needs to concentrate on the 
following areas:
- A standardized battery of objective measures of both symptomatology and 
outcome, which would make findings across studies more comparable than at 
present.
- Longitudinal studies in order to probe the natural course of VT reactions. The 
main problem of the existing retrospective design studies has been their inability to 
accurately distinguish the source of trauma.
- The systematic study of contributing factors associated with different outcomes is 
still in infancy. More theory and research is needed on the individual and situational 
correlates of coping and adaptation to VT. This could possibly lead to the creation 
of a data base for use by academics and clinicians alike.
- Many studies have used only clinical samples which could lead to sampling biases. 
Researchers could consider the use of random probability samples which may be 
more representative. Another issue in many studies is the lack of matched controls, 
which again should be addressed in the future.
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- As well as focusing upon research design, attention should be directed toward 
developing and expanding existing models and theories of VT. McCann & Pearlman 
(1990) have proposed their framework for understanding it, but it is rather narrow in 
terms of who they apply it to.
This review has attempted to expand the notion of VT, and has argued that it is not 
only resue workers or therapists who are vulnerable. Logically, there needs to be a 
limit to the "ripples outward" as described by Dixon (1991), but maybe researchers 
should expand their notion of VT and begin to study some of the other groups of 
individuals who appear to be equally vulnerable to the effects of trauma in their 
respective situations.
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AN  INVESTIGATION OF STAFF MORALE WITHIN A DISTRICT 
CLINICAL PSYCHOLOGY DEPARTMENT: A PHOT STUDY
ABSTRACT
Within a District Clinical Psychology department in Surrey, a project was proposed 
to develop a framework for investigating and monitoring working conditions, part of 
which would include a study of staff morale. The aim of the original project was to 
produce a package which could be used by Heads of Service to evaluate their 
service, to identify the strengths and needs of their service, and to implement change 
when necessary. As part of this service development, a piece of research was 
commissioned to assess staff morale by questioning dyads, using a semi-structured 
interview, comprising a senior Clinical Psychologist, acting as a manager in relation 
to a more junior Clinical Psychologist. A total of twelve Clinical Psychologists were 
interviewed across two specialities, Adult Mental Health and Older Adults. The 
interview had not been tested before and was therefore piloted on the twelve 
respondents. Analysis of the results suggested that there were good communication 
links between managers and employees, particularly in relation to issues of 
management support, workload and creativity within the job. Employee morale 
appeared to be quite high, although some dissatisfaction was noted in terms of 
training and career development issues, and also in areas relating to the physical 
work environment. Suggestions for future use or expansion of the interview are 
made, along with methodological considerations.
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INTRODUCTION
Many changes have taken place in the British National Health Service (NHS) in 
recent years, causing Health Authorities to disband into purchaser and provider 
units. District Hospitals to opt out and become Trusts, and management structures 
to be altered radically. Many of the resultant changes in working practice have been 
viewed positively, with greater emphasis being placed upon putting patients' needs 
first, as well as evaluating existing services and improving quality in order to meet 
demands more effectively. However, the process of change, particularly in a large 
organization such as the NHS, has been received with mixed reactions (Chisholm 
1993) and has led, anecdotally at least, to a gradual but noticeable decrease in staff 
morale.
Morale is an important issue to monitor in all areas of an organization, since 
decreasing levels will have a direct effect upon factors such as staff attendance, 
productivity, and turnover, all of which are now evaluated in terms of their 
cost-effectiveness. The NHS is particularly affected by these factors since it is a 
labour intensive organization, with staff constituting approximately 70% of its key 
resources. Moreover, it does not rely solely upon its staff to contribute in a physical 
sense, but requires that staff are also committed emotionally in order to provide a 
good service of care. The concomitant implication of this is that staff morale in the 
NHS is arguably more important than in other organizations, yet the nature of work 
conducted, as well as the variety of professionals contained within it suggests that 
the organization would not respond well to prescriptive models of morale, such as 
those followed in the Armed Forces, where there is a heavy reliance upon hierarchy 
and discipline, or in business, where cohesiveness and increased productivity are 
often rewarded by financial gain (e.g. bonuses) and other benefits.
There are relatively few research studies focusing on morale per se; this may be due 
to the difficulty in defining such a nebulous concept. Morale is frequently used to 
describe the attitudes of individuals toward their work environment (Robinson, Roth 
& Brown 1993). According to Gal (1986), morale includes commitment to and 
involvement with the group, the perceived legitimacy of the group goals, and, at
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times, a moral judgment of values. Child (1941) divided morale into three parts; the 
individual, the group, and the individual within the group. Dooley and Webb (1993) 
defined morale as "..the individuals’ intuition of the collective motivation which is 
produced when a group is required to work together to produce an end result. It is 
also a process of sustaining effort as a group in the hope of achieving an end product 
or reward." This definition suggests that morale is a combination of constructs 
including job satisfaction and motivation.
Whereas morale is deemed to be largely attitudinal (Robinson et. al. 1993), job 
satisfaction, a closely related construct, is more of an objective, cognitive appraisal 
of the work domain (Organ & Near 1985). Quinn and Staines (1979) listed six 
factors believed by them to comprise the global concept of job satisfaction: 
supervisor recognition; co-worker relationships; the job itself; pay/ fringe benefits; 
physical conditions; and available resources. Each of these is linked to the perceived 
quality of work life (Staw 1984).
Quality of work life is also influenced by one's perception of work environment 
(Moos 1986), which has both interpersonal and more objective job-related 
components. One interpersonal dimension, supervisor support, has been found to 
influence job satisfaction; Motowidlo's (1984) work indicated that close interaction 
with supervisors enhanced job satisfaction and role clarity and that job satisfaction 
was associated with positive interpersonal behaviours such as listening to others and 
showing awareness and concern for others' feelings. Cushway (1992), in a study of 
British Clinical Psychology trainees reported that the single most frequent 
contributor to low morale and stress was poor supervision, characterized by a lack 
of positive feedback.
In addition to these interpersonal variables, Moos (1986) has shown that a health 
care provider is also influenced by more objective job-related factors such as work 
pressure / workload, ability to be innovative, comfort of the physical environment, 
job clarity, work involvement, and task orientation. In a study of English health care 
providers. West (1989) reported that workload and supervisor relationships were
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positively related to perceived ability to be innovative. Attention to the physical 
environment has also been shown to improve morale significantly (Davis 1984).
There have been many studies incorporating morale related issues across the health 
professions, including studies of nurses (Camden & Kennedy 1986; Allen 1993; 
MacRobert et. al. 1993; Robinson et. al. 1993), Clinical Psychology trainees 
(Cushway 1992), and Social Workers (Jayaratne & Chess 1984), all of which give 
credence to the factors already cited as influencing morale and job satisfaction.
Much previous research has emphasized the importance of creating a "good fit" 
between the needs of an organization and the needs of an individual. This has 
involved looking at the extrinsic factors present, i.e. the structure of the organization 
and the environment contained within, and the intrinsic factors, which relate to the 
dynamics within and between individuals.
Hunt (1986) identified five major factors which influence an individual's behaviour at 
work:
1. Abilities
2. Experience
3. Goals and Values
4. Energy
5. Expected Rewards
One of the most important factors according to Hunt (1986) is Goals and Values, 
since these influence an individual's motivation, and motivation influences the degree 
to which an individual chooses to engage in certain behaviours. Hunt further 
highlighted four main elements which contribute toward motivation, these being:
1. Goals
2. Arousal
3. Choice
4. Persistence
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He suggested that motivation results from arousal and choice in the individual, 
which produces a desire to allocate time and energy to a particular goal in exchange 
for some expected result or reward; moreover, he named eight categories of goal 
which need to be fulfilled in order to motivate individuals effectively:
1. Comfort
2. Structure
3. Relationships
4. Recognition and status
5. Power
6. Autonomy
7. Creativity
8. Growth
These eight categories of goal are very similar to the components already cited as 
important in the review of the previous studies. There are clearly numerous factors 
which contribute toward job satisfaction and morale in the workplace, and according 
to Hunt (1986), motivation is possibly one of the most important.
Research aims
The current research arose from a plan within the Psychology department in 1993/4 
to develop a framework for investigating and monitoring working conditions and 
levels of staff morale, which could possibly also address particular needs of the NHS 
as an organisation. The initial impetus came mainly as a result of two factors: 
personal experience of decreasing morale in many areas of the NHS, and an initiative 
by the Health & Safety Executive in 1994 to commission research in the area of 
Occupational Stress and the Effectiveness of Organizational Interventions.
A semi-structured interview was designed to investigate some of the components 
which had been found to contribute toward effective working practice in 
organizations, with the concomitant plan to evaluate morale within the NHS, a 
setting that had rarely before been the focus of such study. The hope was to develop
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a package which could be used by managers and supervisors to evaluate their 
services, by identifying strengths and weaknesses, with the ultimate aim of 
maximising the potential of the service, thereby not only increasing job satisfaction 
for employees, but delivering high quality services which meet the needs of 
customers and the organization itself.
Although the interview format was designed in 1994 by a Clinical Psychologist, the 
project proceeded no further due to maternity leave. It was decided to resurrect the 
project as clinical research rather than academic, in the paradigm advocated by 
Powell and Adams (1993). Limited time dictated that the research made use of 
immediately available resources and accepted limitations of scale and scope, without 
compromising on academic rigour within these boundaries.
This piece of work was commissioned by the original project designers whilst the 
author was on clinical placement over a six month period; the aim was to use the 
existing but untested format to interview Clinical Psychologists working across the 
district, in order to attempt to evaluate certain components of job satisfaction and 
morale within a discrete profession and service. This project was implemented as a 
pilot of the original interview.
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METHODOLOGY 
Literature review
A literature review was conducted, as detailed in the Introduction, to search for 
previous studies of staff morale and job satisfaction, and to generate research 
questions regarding the role and effect of different components of work life and the 
workplace.
Data collection
Following the literature review, Clinical Psychologists from the same district and 
across different specialities (Adult Mental Health, Older Adults, Child and Family, 
and Learning Disability) were approached verbally and asked if they would be 
willing to participate in the study using the existing questionnaire via a 
semi-structured format. Each interview lasted approximately one hour. A total of 18 
Clinical Psychologists were approached across the specialities and 12 were 
interviewed, from the Adult Mental Health and Older Adult specialities. These 12 
Clinical Psychologists were situated in a total of four geographical settings across 
the district. Each Clinical Psychologist who agreed to be interviewed was classified 
as either a manager or an employee: a manager was defined as either a Head of 
Speciality or a line manager or supervisor to a more junior colleague; an employee 
was defined as a junior colleague who had no line managerial or supervisory 
responsibilities. The twelve Clinical Psychologists interviewed were grouped in six 
dyads, comprising a manager and an employee. Each manager answered the 
questions in the interview, as related to their junior colleague's job, and the employee 
answered the questions as related to their own job. The interview was administered 
in two forms, one for the managers and one for the employees. The interviews are 
included as an appendix. There were 6 sections that were common to both formats. 
These were;
♦ Facilities at work
♦ Details of job
♦ Management Issues
♦ Personal aspects
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♦ Training and Development Issues
♦ Reinforcements and Rewards
In addition, on the Employee version, there were two additional sections;
♦ General Introduction
♦ Communication Issues
The interviews consisted of a variety of questions, some of which required Yes /No 
answers, some of which required a 7 point rating scale, and some of which were 
completely open-ended. At the end of each interview, respondents were asked if 
they had any feedback regarding the interview format; the purpose of this was to 
specifically attempt to evaluate face validity or "user-friendliness" of the interview, in 
preparation for any future use or amendments.
Research Questions
Prior to data analysis, key questions were identified relating to aspects of the 
interview format. Since the interview required both managers and employees to 
comment on the same aspects of the employees' jobs, a measure of the "goodness of 
fit" or concordance between the managers and employees answers could be 
hypothesised to indicate how well managers and employees communicated with each 
other regarding certain issues. Thus, the following questions were generated, all of 
which related specifically to management issues;
♦ did managers and employees rate similarly the manageability of the employee's 
workload?
♦ did managers and employees rate similarly the degree of creativity the manager 
allowed the employee in their work?
♦ did managers and employees rate similarly the degree of support given by the 
manager to the employee?
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In addition to the questions above which covered management issues, the Clinical 
Psychologist who commissioned the research also requested descriptive data relating 
to environmental aspects of the workplace, personal aspects, communication issues, 
and training and development.
Data Analysis
The completed (n =12) interview questionnaires were treated anonymously, scored 
by hand, and the data analysed by SPSS for Windows 5.1. The six specific dyad 
pairs were discounted for the purposes of statistical analysis; the pooled responses of 
the managers and employees were analysed separately for comparison purposes.
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RESULTS 
Management Issues
For the three questions relating to the concordance between managers and 
employees, each respondent was asked to rate their answer on a 7 point scale where 
1 = very poor and 7 = very well. Each 7 point scale was a measure of satisfaction in 
relation to the specific question. Mean rating values and standard deviations are 
shown below:
Mean Ratings - 
Managers
Mean Ratings - 
Employees
Workload 6.3 5.5
s.d.=0.52 s.d.=0.84
Creativity 5.7 6.0
s.d.=0.82 s.d.=1.0
Support 5.3 6.0
s.d.=0.52 s.d.=0.71
s.d. = standard deviation
The data for the three variables, Workload, Creativity and Support were examined 
for their distribution, and since the data did not fulfil the assumptions for parametric 
analysis, a Mann-Whitney test was used to examine any differences between the 
ratings of managers and employees. The Mann-Whitney test is appropriate for a two 
condition independent design when different respondents are used for each 
condition. The results are shown below:
Mean Rank Mean Rank Mean Rank
WORKLOAD CREATIVITY SUPPORT
MANAGER 8.33 5.50 4.83
EMPLOYEE 4.67 6.60 8.17
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Although differences were observed in the mean ranks for each of the three 
variables, the Mann-Whitney test, corrected for ties, indicated no statistically 
significant differences between managers and employees for each variable 
(Workload: U = 7.0, n = 12, p = 0.06, n.s.), (Creativity: U = 12.0, n = 11, p = 0.56, 
n.s.), (Support: U = 8.0, n=  12, p = 0.07, n.s.).
5 out of 6 employees thought that their managers were realistic in their expectations 
of the employee, and all 6 employees interviewed said that they could discuss any 
work-related difficulties with their manager.
Environmental Issues
Three aspects were analysed: office space, secretarial support, and toilet and tea / 
coffee making facilities.
4 out of the 6 employees were satisfied with their office space, and of the 2 who 
were not, the reasons they cited were lack of privacy and adequate desk space; 3 out 
of the 6 employees were satisfied with the secretarial support they received and 3 
were not, due to a lack of full time secretarial cover and a reliance upon temporary 
secretaries; 3 out of 6 employees were satisfied with toilet and tea and coffee making 
facilities, and of the three who were not, the reasons they gave included irregular 
cleaning of the toilet, and lack of space in the kitchen.
In terms of the managers' responses, 4 out of 6 thought that their employees had 
adequate office space, and 6 out of 6 thought that access to secretarial support was 
adequate for their employees, and 6 out of 6 thought that the toilet and tea / coffee 
making facilities were adequate.
Personal Issues
Two aspects were analysed: access to regular supervision and annual appraisals.
5 out of 6 employees had regular supervision, (i.e. weekly or fortnightly) and 5 out 
of 6 had annual appraisals, which they found useful. The managers, in their
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understanding of these two aspects, were in complete concordance with the 
employees.
Communication
This section of the interview was addressed to employees only, and therefore the 4 
aspects for analysis only applied to six cases. The aspects analysed related to 
whether or not the employee felt informed about changes occurring at the following 
levels: Unit, management, departmental and MHS as a whole.
In terms of changes occurring at management level, 2 out of 6 employees felt that 
they were informed, the remaining 4 saying that they were not. The figures for the 
other three levels were the same, with 5 out of 6 employees saying they were 
informed of changes at Unit, department and NHS level.
Training and Development
Two aspects were analysed: access to training days and courses and whether the 
employee thought they had sufficient opportunity to further their career within the 
district.
3 out of 6 employees said that they had adequate opportunities to attend training 
days and courses, and of the three who did not, they cited lack of central 
departmental funds as the main reason. 3 out of 6 thought that they would have 
adequate opportunity to develop their careers within the district and the remaining 
three did not. All 6 employees said that their careers had developed in the time that 
they had been working within the district. The managers all thought that their 
employees had adequate opportunity to attend training days or courses; 
they also all thought that there were opportunities for the employees to continue to 
develop their careers within the district.
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DISCUSSION 
Research Questions
The non-parametric analysis of data for the managers and employees relating to the 
three issues of manageability of workload, degree of creativity, and support provided 
to the employee by the manager shows that there were no significant differences 
between the ratings of managers and employees. This would appear to indicate that 
there is concordance between managers and their employees in terms of their 
perception of these three issues.
It is interesting to note that managers' mean rating of the manageability of the 
workload was higher than the employee's rating, which could suggest that employees 
give an impression of managing their work better than they themselves feel they are. 
It is also interesting that the managers' mean ratings of the degree of creativity in 
the job and the support they offer their employees was lower than the employees' 
ratings of these aspects; this appears to indicate that the 6 employees interviewed 
were very satisfied with these aspects of their work-life, an encouraging assertion, 
since the work of West (1989) suggests that workload and supervisor relationship 
are linked to the ability to be innovative. Moreover, Moos (1986) also found that 
innovation was an important factor in job satisfaction. These three aspects appear to 
be linked with each other, according to the existing literature, and it is encouraging 
that the analysis seems to support the notion that there is a "goodness of fit" 
between the answers given by the managers and their employees for these three 
areas. It is also encouraging to note that in the remaining two areas that were 
analysed as part of Management Issues, all the employees interviewed were able to 
discuss difficulties with their managers, and the majority (5 out of 6) thought that 
their managers had realistic expectations. These findings could be expected to 
continue to contribute to the seemingly already existing effective levels of 
communication between managers and employees in these areas.
In terms of the other issues that were analysed, there is slightly more variation in the 
answers provided by managers and employees, but it is not possible to say whether
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these differences are statistically significant. In terms of the environmental issues, the 
most striking fact is that whilst 3 out of 6 employees were satisfied with secretarial 
input and "housekeeping" facilities, all 6 managers thought that the existing 
provisions were adequate for their employees. Comfort of the physical environment 
(Moos 1986) is postulated to objectively affect healthcare providers, and Quinn and 
Staines (1979) also showed that the physical condition of the workplace was related 
to job satisfaction. The results may indicate that managers and employees should be 
entering a dialogue regarding some of the physical aspects of the workplace in light 
of Davis' (1984) findings that attention to the physical environment can improve 
morale significantly; however, it may be that although the employees recorded some 
of their dissatisfaction in an interview format, their experience of working within the 
NHS with its constant financial constraints has adversely influenced their actual 
expectation of change in these areas, and this could possibly explain why the 
managers appeared to think that the existing conditions were adequate.
In terms of the personal issues analysed, both supervision and annual appraisals 
appeared to meet the needs of the employees interviewed, which is encouraging 
given the work of Cushway (1992) who showed that a perception of poor 
supervision was the single biggest contributor to stress among Clinical Psychology 
trainees; this is of particular relevance to the group studied here, since all twelve are 
Clinical Psychologists, and have therefore, by definition, completed training courses, 
and theoretically experienced some of the concomitant stresses associated with 
training. It should be encouraging to the managers that their employees are satisfied 
with both the supervision provided, and the process of annual appraisals; Merkel and 
Pollard (1987) discuss the importance of regular annual evaluation of staff in order 
for management to combine leadership with nurturance, as well as for staff to 
participate actively in their own career development.
Regarding the issues analysed which related to how well informed the employees felt 
about changes occurring at a number of levels, the majority interviewed (5 out of 6) 
said that they were well informed at three of the four levels stipulated, namely. Unit, 
departmental, and NHS as a whole. However, regarding changes at management
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level, only 2 out of 6 employees thought that they were well informed. This could 
be due to the fact that the interview format did not define exactly what was meant by 
"management level" and could therefore have been understood at a number of 
different levels by each employee, e.g. Speciality level, within the Psychology 
department only, or at the level of Trust management. There is little in the published 
literature concerning the importance or otherwise of such dissemination of 
information; however, one could intuitively suggest that employees who are aware 
of changes occurring in their work environment are more empowered than their 
counterparts who are not similarly informed.
The final set of issues that were analysed related to training and development, 
another area where there is little specifically written about in the literature; however, 
again, as with issues of communication of change, one could assert that training and 
development are beneficial. Moreover, the "culture" of Clinical Psychology is such 
that continuing professional development is actively encouraged, particularly for 
more recently qualified clinicians.
In this study, only half of the employees (3 out of 6) interviewed thought that they 
had adequate opportunity to attend training courses, whereas all of the managers (6 
out of 6) thought that the opportunities were adequate in this respect. The figures 
were exactly the same for the question of whether the employees and managers 
thought that there were adequate opportunities for employees to further their careers 
within the department. The reasons cited by the employees to support their idea that 
training was not readily accessible were predominantly financial and linked to 
departmental budget restrictions, another feature of a more cost-conscious NHS. 
However, if this were the case, it could be expected that managers would be even 
more aware of these considerations than employees, so the difference in the two 
groups’ answers remains an interesting one. In terms of the issue of whether the 
department provided enough opportunities to further the employees' careers, some 
of the reasons cited by the employees who had thought it did not related to training 
opportunities and better remuneration.
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Overall, the results of the data analysis appear to be quite encouraging in terms of 
the morale of the employees interviewed; managers appeared to be well informed of 
their more junior colleague's progress and workload, as well as appearing to provide 
very good support to these employees. The apparent "goodness of fit" of the 
answers to the three main questions suggests that a dialogue exists between the two 
groups; moreover, the networks of communication seem to be quite effective. There 
are clearly areas in which some employees would like to see improvement and these 
relate primarily to the physical aspects of the workplace, as well as training and 
further career development.
Methodological Considerations
Since this study was implemented as a pilot of the interview format, it is appropriate 
to consider issues of reliability and validity. For the purposes of this project, 
reliability was not assessed, but if the interview format is to be used in the future, 
both test-retest and inter-rater reliability should be considered, with the caution that 
such correlation analyses are themselves only estimates of reliability.
In terms of validity, the small sample size (n=12), combined with the aims and scope 
of this project make it inappropriate to consider discriminant or convergent validity. 
However, the issue of face validity or "user-friendliness" is not inappropriate. In 
terms of the feedback from the respondents, most found the interview format to be 
acceptable, although 2 out of 6 employees thought it was quite long and suggested a 
shorter form for future use. Most respondents (9 out of 12) said that the interview 
appeared to cover a variety of "morale related issues" and thought that the balance 
was appropriate, suggesting that it does have face validity. Of the responses from the 
managers, perhaps the most interesting was the observation on the part of 2 of them 
that the interview raised questions regarding aspects of their own career 
development, particularly in the areas of supervision and annual appraisals which few 
of them anecdotally appeared to receive. It may be appropriate in the future, if the 
project is expanded, to develop items which relate specifically to the morale of those 
in more senior positions.
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A final consideration in terms of the methodology was the low uptake rate amongst 
the Clinical Psychologists initially approached; of 18, only 12 agreed to be 
interviewed. Although the reasons for refusal were not assessed, it is possible that 
the project could have been perceived as threatening, since the author was working 
"internally" in the same district as the psychologists being interviewed. Additionally, 
there may have been concerns relating to confidentiality. Both these issues may need 
to be addressed in the future if the interview format is to be used again, particularly 
if the researcher is "internal" in relation to the respondents. Larger sample sizes in 
any future research should enable more powerful statistical analyses to be 
performed, and will also strengthen any conclusions relating to issues of staff 
morale.
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APPENDIX
Semi-Structured Interviews
Manager's Version 
&
Employee's Version
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SEMI-STRUCTURED INTERVIEW FOR MEASURING STAFF 
EFFECTIVENESS AND MORALE WITHIN THE NHS
MANAGER’S VERSION
(to be answered about an employee’s job)
1. FACILITIES AT WORK
Do you feel that they have adequate office space? Yes/No
Do they have room for storing files/books etc.? Yes/No
Are they able to access stationery and other administrative resources easily 
e.g. photocopiers, computers etc.? Yes/No
Do you feel they have adequate toilet and tea and coffee making facilities?Yes/No 
Do they have ready access to secretarial support services? Yes/No
2 DETAILS OF JOB
How many sessions do they work per week?
What do you perceive to be the major tasks within their job?
TASK % TIME SATISFACTION
SCORE
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Of these tasks, can you estimate how much of their overall time is probably spent on 
each of these as a percentage?
Can you rate each task for likely job satisfaction, where 1 = very dissatisfied and 7 = 
very satisfied.
What types of client work do they do, e.g. home visits, GP surgeries etc.?
CLIENT WORK % SATISFACTION
SCORE
What do you feel is probably the most enjoyable aspect of their job? 
What do you feel is probably the most burdensome aspect of their job? 
What would help to reduce this aspect?
3. MANAGEMENT ISSUES
How well do you feel they are able to manage their workload?
1 2 3 4 5 6 7
How much room for creativity and flexibility do you feel your employee has in their 
job?
1 2 3 4 5 6 7
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How supportive do you feel you are towards your employee in their job?
1 2 3 4 5 6 7
Do you feel this amount is adequate for them?
4. PERSONAL ASPECTS
How often are they able to meet with other colleagues at work on a more social/ 
supportive basis in a week?
Do you feel that this is: too much / about right / too little 
Do they receive supervision? Yes / No 
If "yes", who from and how often?
How do you feel about the quality and frequency of supervision they receive? 
QUALITY FREQUENCY
Do they have regular annual appraisals? Yes / No 
Do they find these useful, and in what way?
5. TRAINING AND DEVELOPMENT ISSUES
Do you feel that their career has developed since working here? Yes / No 
If "yes", in what way?
Do you feel they have adequate opportunities to attend training days and courses? 
Yes / No
Are there any areas in which they are likely to experience difficulty obtaining training 
which would be suitable for their level, e.g. longer courses/ higher qualifications 
etc.? Why?
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6. REINFORCEMENTS AND REWARDS
What do you feel would be the main rewards for them in their job?
Who or what is likely to provide these?
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SEMI-STRUCTURED INTERVIEW FOR MEASURING STAFF 
EFFECTIVENESS AND MORALE WITHIN THE NHS
EMPLOYEE’S VERSION
1 GENERAL INTRODUCTION 
How long have you been working here?
On average, how long does it take you to travel to and from work each day?
Do you find this: easy / about right / very long
Are you able to work regular hours in your job?
If you have to work overtime, are you able to claim extra pay or have lieu time?
2. FACILITIES AT WORK
Do you feel that you have adequate office space? Yes/No
Do you have room for storing files/books etc.? Yes/No
Are you able to access stationery and other administrative resources easily 
e.g. photocopiers, computers etc.? Yes/ No
Do you feel you have adequate toilet and tea and coffee making facilities?
Yes/No
Do you have ready access to secretarial support services? Yes/No
3. DETAILS OF JOB
How many sessions do you work per week?
What do you perceive to be the major tasks within your job?
TASK %TIME SATISFACTION
SCORE
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Of these tasks, can you estimate how much of your overall time is probably spent on 
each of these as a percentage?
Can you rate each task for likely job satisfaction, where 1 = very dissatisfied and 7 = 
very satisfied.
What types of client work do you do, e.g. home visits, GP surgeries etc.?
CLIENT WORK % SATISFACTION
SCORE
What do you feel is the probably the most enjoyable aspect of your job? 
What do you feel is probably the most burdensome aspect of your job? 
What would help to reduce this aspect?
4 MANAGEMENT ISSUES
How well do you feel you are able to manage your workload?
1 2 3 4 5 6 7
Do you think your manager's expectations of you are realistic?
If you have difficulties, are you able to discuss these with your manager?
Who are you most likely to discuss them with?
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Do you feel able to say "no" to your manager if you cannot take on more work?
How much room for creativity and flexibility do you feel your manager allows you? 
1 2 3 4 5 6 7
How much does this level suit you?
1 2 3 4 5 6 7
How supportive do you feel your manager is in your job?
1 2 3 4 5 6 7
5 PERSONAL ASPECTS
How often are you able to meet with other colleagues at work on a more social/ 
supportive basis in a week?
Do you feel that this is: too much / about right / too little 
Do you receive supervision? Yes / No 
If "yes", who from and how often?
How do you feel about the quality and frequency of supervision you receive? 
QUALITY FREQUENCY
Do you have regular annual appraisals? Yes / No 
Do you find these useful, and in what way?
5 TRAINING AND DEVELOPMENT ISSUES
Do you feel that your career has developed since working here? Yes / No 
If "yes", in what way?
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Do you feel you have adequate opportunities to attend training days and courses? 
Yes / No
Are there any areas in which you have difficulty obtaining training which would be 
suitable for your level, e.g. longer courses/ higher qualifications etc.? Why?
7. COMMUNICATION ISSUES 
Do you feel well informed of the changes occurring in: 
the Unit Yes / No
the management structure Yes / No 
the department Yes / No
the NHS as a whole Yes / No
If "no", what could help to improve this situation?
8. REINFORCEMENTS AND REWARDS 
What do you see as the main rewards in your job?
Who or what provides these?
Do you feel that comments you receive about your work are useful and appropriate?
If "no", how do you think this process could be improved?
Do you see yourself remaining here for the next 2 years or more? Yes / No
Overall, how well do you feel that the department meets your needs for a satisfying 
and rewarding career?
1 2 3 4 5 6 7
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AN INVESTIGATION OF CHILD BEHAVIOUR, MATERNAL COPING, AND 
SOCIAL SUPPORT IN  FAMILIES OF CHILDREN WITH VISIBLE AND 
INVISIBLE CRANIOFACIAL ANOMALY.
ABSTRACT
Four topics were investigated: child behaviour, maternal social support, maternal 
coping strategies, and maternal psychological distress. Participants were 37 children 
aged 2-5 years old and their mothers, selected across three groups: cleft lip and 
palate (visible condition), cleft palate (invisible condition), and a comparison group 
of children who had had non-facial surgery. The General Health Questionnaire, The 
Pre-School Behaviour Checklist, The Significant Others Scale, and The Coping 
Responses Inventory were administered by post. It was expected that differences 
would be found between groups for the GHQ-12, PBCL and SOS measures. 
Moreover, it was hypothesized that there would be a relationship between social 
support and coping strategy, and that one would predict the other.
Results indicated that there were no significant differences across groups for any of 
these measures, which challenges the notion presented in the literature that a visible 
facial defect leads to an increased frequency of child problem behaviour and 
decreased social support for the family. Results also showed a relationship between 
social support and certain approach coping strategies, although the relationship 
reported was inverse to that previously suggested by other studies.
The findings of this study led to most of the hypotheses being rejected. This is 
discussed in relation to the research design, including sample and data 
characteristics, and use of measures. Possible future topics of research are suggested 
in the light of these results.
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SECTION 1 - INTRODUCTION
1.1 Background
Cleft lip and/ or palate (CLP) is the fourth most common birth defect (ACPA 1991), 
occurring in 0.6 to 1.3 per 1000 births (Day 1985), and affects speech and facial 
appearance. Males are affected by clefts twice as frequently as females (Hanson & 
Murray 1990). Clefting of the secondary palate (hard and soft palate) is an invisible 
condition and is associated with hypemasality and intelligibility disorders, whereas 
clefting of the lip is a visible condition and is associated with facial disfigurement, 
asymmetry and occasional speech problems. In addition, nutrition difficulties are a 
primary challenge for children with CLP (Leonard, Brust, Abrahams & Sielaff 
1991).
Over the past two decades, psychosocial research into cleft palate and related 
craniofacial conditions has yielded a credible foundation of findings that describes 
the psychological status of patients and their families (Strauss & Broder 1991).
The earliest theoretical basis for investigations in this field (Szasz 1961) utilized the 
"medical model": this was used to test whether or not individuals with birth defects, 
such as a cleft condition, were "different" socially and psychologically from others. 
This model has consistently focused on the prevalence of psychopathology or 
psychological problems. To a large extent, the search for psychological or 
psychiatric pathology has not resulted in positive findings (Tobiasen 1990). More 
recently, investigators have attempted to depart from the "medical model", 
recognizing that a model that emphasizes the presence or absence of pathology is 
limited in its ability to explain the experience of individuals, as well as treatment 
outcomes.
Thus, the "social science" model has evolved, with a focus upon multifaceted social 
and psychological research: the emphasis of this model, in relation to cleft lip and 
palate, has been to examine the sequelae and experience of having a birth defect, as
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well as to seek to explain and illuminate experiences relative to the defect or its 
treatment, recognizing that people with clefts do not generally exhibit 
psychopathology in their psychosocial status.
These investigations have described patient populations in terms of psychosocial 
status and incorporated issues such as demographic background, stability of the 
family system, cognitive function, personality variables, self concept, school 
achievement and other behavioural characteristics. Many of these studies will be 
reviewed critically in this Introduction, and the areas highlighted which remain 
largely unexplored.
According to Strauss & Broder (1991), the future of research in this field will 
depend upon moving beyond the "medical model", toward the implementation of a 
more broad, health-based, interdisciplinary "social science" model.
It was with this model in mind that the present study attempted to characterize and 
describe child behavioural and maternal responses, including receipt of social 
support and coping strategies, in relation to the impact of craniofacial anomaly, 
utilizing the visible-invisible defect paradigm with a group (children aged 2 -5 years 
and their principal caregivers) for which there is little published clinical literature.
1.2 Theoretical and Historical Perspectives
As has already been stated, the last two decades have witnessed an increase in the 
studies that describe the status of people with clefts and their families; in addition, 
there has been a theoretical shift in research, away from the medical model, to a 
more broad, interdisciplinary social science model.
However, if one adopts a more historical perspective and surveys the literature prior 
to the 1970's, there is a paucity of published studies on the subject of facial 
disfigurement. MacGregor (1970) notes that other than a few plastic surgeons like 
Blair (1937) and Baker & Smith (1939) who wrote about the deleterious effects of
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facial abnormalities, and Updegraff& Menninger (1934), the psychiatrists who dealt 
with the psychoanalytic aspects of plastic surgery, little psychosocial information 
was available. Moreover, it was not evident that facial disfigurement as an area of 
research had attracted the interest of social scientists and psychologists, even those 
concerned with the social and psychological ramifications of physical disability. 
Barker, Wright, Meyerson & Gonick (1953) compiled a review of the psychosocial 
research relating to physical disability and adjustment problems which contained only 
two references to facial disfigurement.
At the time MacGregor (1970) was writing, there was an assumption that the 
psychic distress caused by disfigurement was in direct proportion to its severity. 
However, in an interdisciplinary study of facially disfigured people conducted at the 
New York School of Medicine between 1949-1952 (MacGregor, Abel, Bryt, Lauer 
& Weissman 1953), it was found that the psychological impact was greatest for 
those people who had the least severe facial deformities. MacGregor et. al. 
postulated that this was so because an individual with gross facial disfigurement 
would be more likely to encounter a blanket negative reaction, and would have 
therefore developed overt or covert coping techniques; by contrast, an individual 
with a less severe type of facial deformity would have been more likely to encounter 
erratic or unpredictable responses from others. This predictability and consistency of 
response from others may be one of the most important factors in terms of 
adjustment for the individual with facial disfigurement.
MacGregor's work, although not directly related to individuals with clefts, 
nonetheless raised the profile of those with facial deformity as well as the 
relationship between severity and psychological adjustment. Since that time, many 
other authors have also replicated her findings of a lack of linearity. Harper, 
Richman & Snider (1980) found that children with either a cleft or cerebral palsy 
with a mild degree of physical impairment showed more inhibition of impulses than 
severely impaired children. Epsteen (1958) concluded that slight facial deformity 
potentially produced a psychological effect out of proportion to the extent of the 
disfigurement. Lansdown, Lloyd & Hunter (1991) studied the social adjustment of
129
Kathrvn Walters Third Year Research
children classified as mild, moderately or severely deformed, using tests of 
intelligence, self-concept and behaviour ratings, and reported that when the 
children's own self reports were considered, the mildly deformed tended to have the 
lowest selfesteem, although these results did not reach statistical significance.
Different explanations for the lack of association have been put forward. Reich 
(1969) speculated that the severely deformed are more resigned to teasing and can 
confidently predict a negative response from most people they meet, whereas those 
with milder abnormalities are less confident in their predictions, leading to raised 
anxiety. An inability to predict other people's responses is well known as an 
underlying factor in anxiety (Kelly 1955), and this may well contribute to the distress 
that is reported both anecdotally and in research studies by those with less severe
facial deformity.
1.3 Severity and Visibility Issues: the Influence of Facial Aesthetics
The recent attention given to the psychosocial effect of clefts can be partly attributed 
to the effect of a cleft on a child's appearance (Tobiasen & Hiebert 1993) with the 
concomitant implications for the development of that child. There has been a 
considerable body of scientific data in support of the fact that individuals prefer 
attractive to unattractive individuals, attribute more positive qualities and abilities to 
the former and behave more positively toward them (Alley 1988). Researchers have 
also studied the effects of physical appearance on the development of attachment 
between mothers and infants, and it has been found that a birth defect that reduces 
the physical appeal of an infant and interferes with normal feeding may interfere with 
the normal attachment process between infant and caregiver (Speltz, Armsden & 
Clarren 1990). There is increasing evidence that some people hold negative 
expectations for individuals with clefts and that they express these expectations in 
negative treatment (Albino, Alley & Tedesco 1990), suggesting that individuals with 
clefts may be a socially stigmatized group. The self-concept and behaviour of 
stigmatized individuals may be negatively shaped by societal expectations and 
treatment, as psychological theories of self-fulfilling prophesies would predict.
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Most studies of the psychological aspects of clefts have focused on measurement of 
problems in self-concept and in social and school adjustment (Tobiasen 1990), and 
as such, have tended to use older children or adults with clefts. An area that has been 
studied relatively well is that of self-esteem. Developmental self-theorists believe 
that self-perception mirrors self-concept and adjustment, and the ways in which 
individuals cope with social experiences that shape their lives (Goffinan 1963) and 
self-concept is formed are based upon the feedback an individual receives from 
others, especially during the formative years.
Of the studies that have been conducted regarding the self-esteem of children and 
adolescents with clefts in the last twenty years, the results have been equivocal: 
certain studies (Broder & Strauss, 1989; Kapp-Simon 1986) reported lower global 
self-esteem for children with cleft versus noncleft groups, whereas other studies 
(Leonard, Brust & Abraham 1991; Brantley & Clifford 1979) reported either 
comparable or higher self-esteem for cleft versus noncleft groups. The finding that 
there is not necessarily a global response to facial deformity as measured by 
self-esteem for cleft groups is consistent with other studies of stigmatized groups 
(Crocker & Major 1989).
However, the studies cited above raise the methodological issue of adequate 
comparison groups since they compared cleft and noncleft groups. A valid criticism 
of much of the psychosocial published research has been that it has been without 
adequate comparison samples (Strauss & Broder 1991). For example, people with 
craniofacial anomalies often include a wide variety of malformations, with or without 
other associated features, and the combination of cleft diagnostic groups in the same 
study could lead to spurious conclusions. In this sense, the experimental paradigm of 
visible defect (e.g. cleft lip with/ without palate) versus invisible defect (e.g. cleft 
palate) has been useful (Broder & Strauss 1989). The recognition that a "simple 
cleft lip or palate may substantially differ in impact from a "syndromic" cleft or 
condition with multiple stigmata is critical, and these groups should be analyzed 
separately to identify differences before being compared. A recent study by Broder, 
Strauss & Smith (1994) utilized the visible-invisible defect paradigm in order to
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study self-ratings of satisfaction with appearance and accomplishment of 
psychosocial tasks among more than 500 school aged children. The results were as 
follows: dissatisfaction with facial appearance was greater among children with a 
visible cleft (cleft lip/ palate) than among children with an invisible cleft (cleft palate 
only) or among children in the control group (dental patients without clefts), which 
supports the stigma theory assertion that negative perceptions are associated with a 
reflection of social responses to the children's' residual disfigurement (Goffinan 
1963). In terms of the ability to problem solve, ratings of competence were lowest 
among the cleft palate only group, particularly in the primary school aged children. 
The authors suggest that this probably reflects the higher prevalence of learning and 
speech problems in this population (Richman, Eliason & Lindgren 1988) and 
reduced intellectual self-concepts. However, the study also found that a significantly 
higher percentage of children with clefts reported having more friends than other 
children, findings which are contrary to observational data, peer ratings and teacher 
reports, which have demonstrated that these children are more likely to be socially 
isolated and unaccepted by peers (Schneiderman & Harding 1984). The high rate of 
popularity reported by the cleft group in this study could reflect denial or a higher 
need for acceptance; alternatively, their definition of friends may be different from 
that of the control children. Broder et. al. (1994) advocate that the overall finding of 
more popularity among children with clefts should be interpreted prudently since it 
does not corroborate clinical findings and existing information on this population.
Another study to utilize the visible-invisible defect paradigm is that of Speltz, 
Morton, Goodell & Clarren (1993), which also had the rare distinction of being a 
follow-up study. Mothers and their 5-7 year old children across three groups, cleft 
lip and palate (CL+P), cleft palate only (CP), and sagittal synostosis (SS) (a 
condition where the bones in the midline fuse too early, causing an unusually shaped 
head), who had been assessed during the child's infancy were subsequently assessed; 
measures of child status focused on behaviour problem frequency and self-concept, 
and mothers completed self-report measures of emotional well-being, marital 
satisfaction and social support. Longitudinal research on the psychological 
development of cleft children and adolescents is almost non-existent; prior to the
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Speltz et. al. (1993) study, a literature search revealed only one previous study of a 
longitudinal nature (Allen, Wasserman & Seidman 1990), and that contained a 
heterogeneous disability group only partially comprised of children with clefts. 
Although the small sample size (n=23) limits the conclusions of the Speltz et. al. 
(1993) study, they found no significant subgroup differences for any of the child 
adjustment measures, although a sizeable minority (18%) of the cleft children had 
clinically significant behaviour problem scores shown in concordant reports by 
parent and teacher of behaviour problems. Speltz et. al. (1993) conclude that cleft 
children may be three or four times as likely as their non-impaired peers to have 
clinically significant behaviour problems when first entering school, although their 
sample size was sufficiently small for the possibility of sampling errors to occur. In 
addition, their estimate of behaviour problem prevalence should be regarded as 
tentative until further examination occurs with larger samples of children. However, 
their findings appear to support those of several authors who have reported higher 
levels of externalizing and/ or internalizing behaviour problems for children and 
adolescents with clefts compared with matched control groups or normative samples 
(Richman 1976; Tobiasen, Perkins, Weaver & Hiebert 1992). There do not appear 
to be many studies investigating the behaviour of younger, pre-school children which 
is surely indicated in view of the published findings regarding the behaviour of 
children entering school.
The other results of the Speltz et. al. (1993) study relate to maternal functioning, 
and more specifically to the receipt of social support, an area of interest that has 
grown in recent years in relation to the families of children with craniofacial 
anomalies. This area of the literature will be examined in the following section.
1.4 Family Issues and Social Support
The addition of a new child to a pre-existing family system often creates significant 
disruption and necessitates readjustment and reorganization within the family unit 
(Hittelman, Emde & Simons 1985). The birth of a child with a congenital handicap 
or illness, however, may add additional stresses and demands to family and marital
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relationships (Benson & Gross 1989). In addition to meeting new caregiving 
demands, parents of handicapped newborns may experience significant emotional 
turmoil while learning to accept and adapt to their new child. A study by Drotar, 
Baskiewicz, Irvin, Kennell & Klaus (1975) of the parents of twenty children with a 
wide range of malformations, including Downs Syndrome, congenital heart disease 
and cleft palate found five stages of parental reaction - shock, denial, sadness and 
anger, adaptation and reorganization - which occurred in relation to the child's 
development and care.
Research has suggested that parental adaptation to a congenitally handicapped or 
sick child may be influenced by variables such as the quality of the marital 
relationship and the adequacy of the social support network (Friedrich 1979; Benson 
& Gross 1989). There have been many studies which have focused on children with 
chronic illnesses such as cystic fibrosis (Gibson 1986), asthma and diabetes 
(Hamlett, Pellegrini & Katz 1992) and heterogeneous physical diagnoses (Jessop & 
Stein 1985) and they have all reported the importance of social support. Gibson 
(1986) found that parents considered social support as the most helpful factor in 
adapting to their child's illness. The results of the Hamlett et. al. (1992) study 
indicated that family functioning, maternal social support and chronic illness were 
significantly related to the child's psychological adjustment. In Jessop & Stein's
(1985) study, it was found that mothers without a confidant presented symptoms of 
a psychiatric nature. Similarly, Hobfoll & Lerman (1989) reported that susceptibility 
to depression increased progressively among mothers receiving low social support. 
Furthermore, mothers of sick children experienced higher feelings of loneliness than 
mothers of healthy children , even though the size of their social network was larger 
and the amount of perceived support was greater (Florian & Krulik 1991). A study 
by Pelletier, Godin, Lepage & Dussault (1994) described the characteristics of social 
support and social networks of mothers of chronically ill children and adolescents 
(asthma and juvenile diabetes). They found that mothers wanted more support than 
they received, particularly in the areas of emotional, appraisal and informative 
support. Furthermore, spouses, professionals and immediate family members were 
identified by mothers as important sources of support.
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Despite the voluminous research investigating the effect of various handicaps on the 
social support network of the family, as detailed above, the impact of the birth of a 
child bom with craniofacial anomaly on the social supports of parents has received 
little attention in the clinical literature. The lack of research attention directed 
toward this population is surprising given the incidence of cleft lip and/ or palate as 
well as the documented increased likelihood of difficulties in areas such as feeding, 
communication, and mother-infant bonding. The studies that do exist have yielded 
mixed results. Benson, Sterling & Sterling (1990) examined the impact of the birth 
of a child with craniofacial anomaly on the family system and social relationships. 
Parents of facially deformed children reported extremely deficient social support 
networks. In comparison to parents of normal children, most parents of facially 
deformed children indicated that they had few, if any, close friendships and obtained 
little support from relatives. By contrast, Barden, Ford, Jensen, Rogers-Salyer & 
Salyer (1989) found no differences among parents of normal and facially deformed 
children when assessing the availability of support from intimate relationships, 
friendships and community and neighbourhood contacts. These two studies 
compared facially deformed children with normal children, and the conflicting results 
may be partially attributable to the failure to measure variables that may have a 
significant impact on social support. In particular, the severity of the child's 
impairment and their attractiveness may alter parental satisfaction with social 
support. Children with more severe impairments may place more caregiving 
demands on the parents; similarly, children with visible craniofacial anomalies are 
generally perceived as less attractive, less popular with their peers and having fewer 
friends (Tobiasen 1987). These attributions may influence detrimentally the social 
support and social networks of parents of children perceived as less attractive.
The visible-invisible defect paradigm is useful for addressing this issue and there 
have been some recent studies that have utilized it. Benson, Gross, Messer, Kellum 
& Passmore (1991) investigated the social support available to families of children 
bom with craniofacial anomalies and the perceived degree of satisfaction derived 
from these relationships; results indicated that the parents of the facially deformed 
children reported less available social support and were significantly less satisfied
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with their support. Parents of children rated as less attractive reported having less 
available and less satisfying social support. The social competence of the child was 
the most important predictor of parental social support.
In the study mentioned earlier by Speltz et. al. (1993), of the 23 mothers who were 
followed up and assessed on self-report measures of emotional well-being, marital 
satisfaction and social support, the mothers of children with CL+P (visible defect) 
reported less favourable social support than mothers of children with CP (invisible 
defect) or sagittal synostosis. It has been hypothesized (Benson et. al. 1991) that the 
child's visible impairment is associated with fewer family-fnend and community 
contacts, and there are several possibilities for this: the family may avoid others 
because of some discomfort or embarrassment related to the child's appearance; 
others may avoid the family because of uncertainty of how to behave in a potentially 
awkward situation; or peer teasing and other forms of rejection- independent of 
adult behaviour- may lead the family to perceive the social network as unfriendly or 
unsupportive. Speltz, Endriga, Wilson & Clarren (1992) found that mothers of 3 
month old CL+P babies reported greater social support than mothers with CP 
babies, which could suggest that visible craniofacial defects in the early months of 
life draw more supportive attention than invisible defects.
Social support subsumes a wide range of informal helping relationships between an 
individual and others, and the studies reviewed suggest that it is an important factor 
to consider when investigating the effect of having a child with craniofacial anomaly. 
The rather nebulous concept of social support arguably influences an individual's 
coping repertoire which itself has a number of components. Coping will be 
considered in the next section.
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1.5 Appraisal and Coping Responses
Coping can be conceptualized as referring to the broad way(s) in which a person 
attempts to deal with stress. It has also been described by theorists as attempts to 
enhance the fit between person and environment, or as attempts to meet 
environmental demands to prevent negative consequences (Lazarus & Folkman 
1984). Given the complexity and diversity of life stressors and of individuals' 
attempts to deal with them, it is not surprising that efforts to conceptualize coping 
responses are at a relatively early stage. Several attempts have been made to 
describe and classify coping efforts in adults, adolescents and children and to 
examine the relationship between coping and adjustment. These models are 
discussed below.
1.5.1 Approach/ Avoidance Coping Model
Coping efforts can be conceptualized as active or approach oriented (towards threat) 
versus passive or avoidance oriented (away from threat) strategies (Roth & Cohen 
1986). Active or approach strategies include both cognitive attempts to change ways 
of thinking about the problem and behavioural attempts to resolve events by dealing 
directly with the problem or its aftermath. Avoidant strategies include both cognitive 
attempts to deny or minimize threat and behavioural attempts to get away from or 
avoid confronting the situation or to relieve tension by expressing one's emotions. A 
number of studies show that adults who rely more heavily on avoidant strategies 
tend to function less well (Billings & Moos 1981; Folkman & Lazarus 1980). 
However, approach coping is not necessarily related to better adjustment (Holahan 
& Moos 1986).
1.5.2 Problem/ Emotion-Focused Coping Model
Another widely used framework classifies coping responses according to their 
function (Folkman & Lazarus 1980). Coping efforts can focus on modifying the 
stressor (problem-focused) or on regulating emotional states that may accompany
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the stressor (emotion-focused). A study by Compas, Malcame & Fondacaro (1988) 
asked children and adolescents to describe stressful interpersonal and academic 
events and how they could have handled each event, and then to indicate how they 
actually managed the events. In general, adolescents who used more 
problem-focused strategies had fewer emotional and behaviour problems, whereas 
those who used more emotion-focused strategies had more problems.
1.5.3 Empirically Derived Models
Several studies have used scales derived from factor analyzing a collection of coping 
repsonses. Patterson & McCubbin (1987) asked adolescents to rate how often they 
used each of 95 coping responses when they faced difficulties. Factor analysis 
revealed 12 factors which reflected direct action, seeking family support and peer 
support, and indirect or avoidant coping responses such as ventilating feelings and 
seeking diversions. Other studies have identified factors that reflected active 
cognitive and behavioural attempts to manage problems, such as seeking support 
from others, and indirect methods of coping, such as blaming others.
Although there are methodological differences between many of the studies and the 
specific factors that comprise resultant factors, some consistency has emerged. All 
studies have revealed approach-oriented cognitive and behavioural coping, such as 
information gathering and problem solving, redefining situations to see the positive 
side of things, and seeking support from a variety of sources. The studies have also 
identified avoidant dimensions of coping, such as ventilating feelings, as a means to 
manage tension, and seeking alternative sources of pleasure or diversion. A more 
unified framework can help researchers and practitioners understand stress and 
coping responses, as well as begin to identify the concomitant stressors and 
resources in key life domains. Life context factors help shape morale and adaptation 
among healthy adults (Moos 1995). Moreover, ongoing life stressors and social 
resources influence how people appraise life events and the choice and outcome of 
coping strategies.
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In conclusion then, contemporary researchers have used two main conceptual 
approaches to classify coping responses. One approach emphasizes the focus of 
coping, that is, a person's orientation and activity in response to a stressor 
(problem-focused or emotion-focused). An individual can approach the problem and 
make active efforts to resolve it, or try to avoid the problem or focus on managing 
the emotions associated with it. A second approach emphasizes the method of 
coping people employ, that is, whether a response entails primarily cognitive or 
behavioural efforts.
In the past, most researchers have considered social support and coping as separate 
processes and have examined their independent effects on the relation between life 
stressors and disorder. However, more recently, it has been suggested by Thoits
(1986) that social resources influence adaptation by facilitating the use of more 
active coping strategies; moreover, she advocates that social support can be 
reconceptualized as coping assistance and argues for the utlility of such integration 
from the perspective of helping people in distress. In line with this view, it has been 
reported (Fondacaro & Moos 1987) that support from family and friends is 
associated with more reliance on approach and less reliance on avoidance coping.
There appear to be few studies that have specifically investigated coping strategies 
of parents of children with craniofacial anomaly, although many studies have been 
reviewed which investigated the social support networks of these parents. 
Nonetheless, the available literature suggests a relationship between the two, 
although these conclusions have not been reached from studies of cleft groups and 
their families. The absence of studies investigating any relationship between social 
support and coping responses among cleft groups is surprising given the professional 
involvement provided to these children by a cadre of specialists (including 
Consultant Plastic Surgeons, Speech & Language Therapists and Clinical 
Psychologists) over a number of years. This study will aim to address this issue.
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1.6 Implications for the Current Study
The investigation described in this paper is an attempt to clarify some of the issues 
discussed in the literature and to address some outstanding questions. What is clear 
from the studies reviewed is that there has been very little research looking 
specifically at the relationships between child behaviour, social support and coping 
responses in families of pre-school children with craniofacial anomaly. In addition, 
the existing studies of children with clefts have rarely used adequate comparison 
groups, and even those to have utilized the visible-invisible defect paradigm have 
sometimes compared cleft lip only (visible) children with cleft palate only (invisible) 
children, which does not control for the learning and speech differences (Richman, 
Eliason & Lindgren 1988) observed between these two groups. For this reason, this 
study used the same paradigm, but ensured that the presence of cleft palate was a 
constant factor across the two cleft groups. In addition, to attempt to control for the 
effects of surgery on a child and family within the first 12-15 months of life, children 
who had received non-facial surgery were selected as a comparison group. Given the 
relative lack of previous research with the specific age group and caregivers selected 
for this study, many of the aims and analyses are exploratory.
1.7 Hypotheses
Throughout this piece of research, the convention will be to abbreviate the two cleft 
conditions as follows:
CL+P = Cleft Lip and Palate CP = Cleft Palate
The non-facial surgical comparison group are referred to as Comparison Group.
The hypotheses are presented over:
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1. CL+P mothers will report less social support than mothers of children across the 
CP and comparison groups. Social support, as measured in this study, incorporates 
two categories:
a) practical support
b) emotional support
2. CL+P mothers will show a larger discrepancy in terms of reported actual social 
support versus ideal social support than mothers of children in the other two groups. 
Discrepancy of social support, as measured in this study, incorporates two 
categories:
a) practical support
b) emotional support
3. There will be significant differences in terms of probable psychiatric "caseness" (as 
measured by the 12-item General Health Questionnaire (Goldberg 1978)) or 
psychological distress between mothers of children in the three groups.
4. Children in the two cleft groups will show greater behavioural disturbance than 
children in the comparison group.
5. There will be a relationship between social support and coping1.
6. Social support will predict the type of coping strategy used by mothers of children 
who have undergone surgery.2
Thi s hypothesis is two-tailed since the direction of the relationship is not predicted.
This hypotheis is also two tailed for the same reason as given for 1; in addition, it is possible that 
coping strategy could be hypothesized to predict social support.
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SECTION 2 - METHODOLOGY
2.1 Design
The study compared three groups of children and their principal caregiver (mother) 
on 4 questionnaire measures, 3 of which related to the adult and 1 of which related 
to the child: the study was conducted as a self-administered questionnaire survey. All 
participants were selected from St. George's Hospital, Tooting. Of the three groups, 
two were experimental and consisted of children who had undergone reparative 
surgery for either cleft lip and palate (CL+P) or cleft palate only (CP).
The comparison group was a sample of children who had undergone surgery for a 
non-facial condition (hypospadius1 or undescended testis).
2.2 Participants
Of a total of 107 participants approached, 37 took part in the study. These were 
distributed among the three groups as follows:
CL+P = 15
CP = 14
Controls = 8
Research and Ethics Committee approval was sought and obtained from St. 
George's Hospital Ethics Committee (see Appendix 1).
2.2.1 Cleft Groups
Subjects for the two cleft groups were selected from the Paediatric Plastic Surgery 
databases at St. George's. The following selection criteria were applied:
Hypospadius is a condition whereby the urethra fails to form properly at the end of the penis and is 
corrected surgically between the age of 9 and 15 months.
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1. A diagnosis of either CL+P or CP as recorded in their medical records.
2. Aged between 2 and 5 years at the time of the study.
3. No co-existing diagnosis of any syndrome or chromosomal disorder associated 
with cleft lip and/or palate. Some associated syndromes and chromosomal disorders 
cause learning and physical disability.
4. Surgery performed since 1990 by the same Consultant Paediatric Plastic and 
Reconstructive Surgeon. Patients of other Consultant Surgeons were excluded to 
avoid possible confounding effects of different professional approaches, for example, 
timing of operation, surgical technique, preparation for surgery and subsequent 
advice given to parents.
5. Speech and Language Therapy provided by the same Paediatric Speech and 
Language Therapist since 1990. Patients who had received Speech Therapy input 
from other Paediatric Speech and Language Therapists were excluded to avoid 
possible confounding effects of different professional approaches.
The medical records office provided a list of all children with the diagnosis of cleft 
lip and/or palate who had been operated on since 1990. Once the exclusion criteria 
above had been applied, a total of 37 children with CL+P and 40 children with CP 
were identified.
The mean age of the CL+P group was 3.15 years (range 2-5). The mean age of the 
CP group was 3.81 years (range 2-5). There were no significant differences in age 
between the two cleft groups (see Results for details).
2.2.2 Comparison Group
Comparison participants were chosen from a sample of paediatric non-facial surgical 
patients from St. George's Hospital, Tooting. The selection criteria for this group
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stipulated that each child was aged between 2 and 5 years, with surgery having been 
performed since 1990 by the same Consultant Paediatric Surgeon.
The medical records office at St. George's provided a list of all children to have 
undergone non-facial surgery since 1990 and a total of 30 children with a diagnosis 
of either hypospadius or undescended testis were identified. The mean age of the 
comparison sample was 2.68 years (range 2-5); all were male. There were no 
significant differences in age between the children of the Comparison group and the 
cleft groups (see Results for details).
2.3 Procedure
The four questionnaires were sent out to the parents of each identified child with a 
covering letter and information sheet which included instructions relating to the 
completion of the questionnaires (see Appendices 2 and 3 ). A different covering 
letter was sent to the parents of the comparison group (see Appendix 4). The 
questionnaires sent contained a pre-paid return envelope addressed to the author at 
St. George's Hospital. Three weeks after the initial mailing of the questionnaires, a 
reminder letter was sent to parents, since prompting has been shown to boost reply 
rates in postal surveys (Biggar & Melbye 1992). All correspondence with parents 
emphasized their personal choice in terms of replying, as well as the importance of 
the research and the urgency of responding; emphasizing personal choice has also 
been shown to have a significant effect upon response rates in postal surveys (Biner 
1988).
2.4 Measures
2.4.1 General Health Questionnaire (GHQ)
The GHQ is a widely used instrument spanning a range of items indicative of 
psychological distress. The twelve-item GHQ, the GHQ-12, is the shortest version 
available, and is similar to the GHQ-30 in being a "balanced" GHQ, with half the 
items indicating health and the other half indicating illness (Milne 1992).
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The GHQ can be used as a measure of global psychological distress and can identify 
the prevalence of psychological distress at a pathological level or probable 
"psychiatric caseness" in a given population. It can be used to compare different 
populations, assessing the relative proportions of psychiatric caseness or the 
difference in mean scores between groups. The GHQ-12 has displayed adequate 
validity with numerous populations in measuring psychological distress: in terms of 
concurrent validity, when results of the GHQ-12 were compared with psychiatric 
research interviews, sensitivity was between 71% and 91% (median 86%); and 
specificity between 71% and 93% (median 80%). The variance weighted mean 
sensitivity was 89% (95% confidence limits 85-92), and the variance weighted mean 
specificity was 80% (confidence limits 77-83) (Goldberg & Williams 1988).
Normative data for the 12-item GHQ indicate the use of a cut-off score of 2/3, 
above which a high likelihood of psychiatric caseness is suggested (Goldberg & 
Williams 1988).
2.4.2 Significant Others Scale (SOS)
The SOS (Power, Champion & Aris 1988) is a measure used to elicit information on 
the perceived form and function of social support, in actuality and in an ideal sense, 
for a range of six key relationships in an individual's life: spouse/ partner; mother; 
father; child; sibling; and best friend. In this study, the shorter version of the SOS 
was used. For the SOS, the higher the score, the greater the frequency of social 
support. Test-retest reliability was calculated for 73 female students over a six 
month interval and was found to be significant. The validity of the SOS has been 
established by concurrent and construct methods, as well as some incidental 
evidence on face validity (Power, Champion & Aris 1988); normative data also 
exists for the measure.
Scores can be obtained for actual practical support (PR), actual emotional support 
(EM), ideal practical support (IPR), ideal emotional support (DEM), as well as the 
discrepancy between actual and ideal practical support (DPR) and the discrepancy 
between actual and ideal emotional support (DEM).
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2.4.2 Coping Responses Inventory (CRI)
The CRI (Moos 1990) is a 48-item questionnaire composed of eight dimensions, 
each of which is measured by six items. Respondents select a recent (focal) stressor 
and rate their reliance on each of the 48 coping items on 4-point scales from not at 
all (0) to fairly often (3). Approach coping is measured by the first four subscales: 
logical analysis (LA); positive appraisal (PA); seeking guidance and support (SS); 
and taking problem solving action (PS). Avoidance coping is measured by the 
second four subscales: cognitive avoidance (CA); acceptance or resignation (A); 
seeking alternative rewards (AR); and emotional discharge (ED). The CRI is 
considered suitable for use with adult, general medical and psychiatric clients and the 
general population. The reliability of the CRI has been investigated by means of the 
internal consistency of the subscales (the eight subscales show internal consistencies 
that range from 0.61 to 0.74 and are moderately positively intercorrelated; average r 
= 0.29) and by the test-retest method over a one year period, both indicating 
satisfactory reliability (Milne 1988). The CRI can be interpreted in relation to the 
standard scores (mean = 50, s.d. = 10) that have been provided for it (Moos 1990, 
1993) which, in turn, are based on administration of the Inventory to a sample of 
almost 2000 people, including clinical and non-clinical groups. In terms of validity, 
the CRI correlates highly (coefficients of 0.56 to 0.83) with earlier coping 
questionnaires emanating from Moos' research (Billings & Moos 1981).
2.4.4 Pre-School Behaviour Checklist (PBCL)
The PBCL (McGuire & Richman 1988) is a 22-item questionnaire designed as a 
screening device to help identify children with emotional and behavioural problems. 
It can be used with children aged 2-5 years and, unlike many checklists, permits the 
scrutiny of the severity as well as the prevalence of a particular behaviour. A cut-off 
point of 12 has been set for the PBCL and it is likely that a child obtaining a score 
equal to or higher than 12 has behaviour problems which would merit further 
attention. In terms of its psychometric status, the PBCL has been shown to be 
reliable, both in terms of test-retest reliability and internal consistency. The measure 
has also been found to show high agreement with the Pre-School Behaviour 
Questionnaire (PBQ), developed in the United States and used extensively to
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identify children with emotional or behavioural problems (Behar & Stringfield 1974). 
Normative data exists for the PBCL for children attending pre-school facilities such 
as nursery classes or playgroups, but there is no such data for children who are at 
home.
2.5 Data Analysis
Data were coded and analysed using the Statistical Package for the Social Sciences 
(SPSS).
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SECTION 3 - RESULTS
The results analysed in this study were the raw scores obtained for the GHQ-12, the 
PBCL and the SOS. For the CRI, the raw scores were converted to standardized 
scores and these were analysed. All the data were tested for the assumptions of 
normality which were fulfilled with the exception of age (see below), and parametric 
analyses were thus performed; the statistical tests used checked for homogeneity of 
variance (using Levene's Test) prior to calculating the significance of the results.
Descriptive data for the three groups in terms of age (years), response rate (%) and 
gender proportion (%) are shown below. The convention throughout this research is 
to denote number of participants by N and standard deviation by s.d.
Of the 37 returned questionnaires, all were completed by the mother of the child.
Table 1: Descriptive Data for Participant Groups
Group N Response
rate
Mean age 
(years)
s.d. %
male
%
female
CL+P 15 40% 3.15 0.94 73 27
CP 14 35% 3.81 1.36 57 43
Comparison 8 27% 2.69 0.58 100 0
Levene's test of homogeneity of variance was applied to the variable of age; the 
results indicated that the assumption of homogeneity of variance was not met for this 
variable (F (2,34) = 7.69, p < 0.05). Therefore, a non parametric test of variance - 
Kruskal Wallis One Way Analysis of Variance - was applied to the age data. Results 
showed that there were no significant differences between the three groups in terms 
of age (chi square, corrected for ties, = 3.89, d.f. = 2, p = 0.142, n.s.).
The results for each experimental hypothesis are presented as follows:
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Hypothesis 1
CL+P mothers will report less social support than mothers of children across CP and 
Comparison groups. Social support, as measured in this study by the SOS, 
incorporated two categories:
a) practical support
b) emotional support
Descriptive data for scores for Practical (PR) and Emotional (EM) support are 
shown over:
Table 2: Descriptive Data for Practical and Emotional support scores of the
SOS
Group N Mean PR s.d. Mean EM s.d.
CL+P 15 4.77 0.99 5.17 0.91
CP 14 4.30 1.32 5.13 1.14
Comparison 8 5.39 1.19 5.63 0.92
The mean total PR and EM scores were analysed using one way analysis of variance: 
PR (F(2, 34) = 2.23, n.s.); EM (F(2, 32) = 0.71, n.s.). The results did not indicate 
any significant differences in social support between the three groups.
Hypothesis 2
CL+P mothers will show a larger discrepancy in terms of reported actual social 
support versus ideal social support than mothers of children in the other two groups. 
Discrepancy of social support, as measured by the SOS incorporates two categories:
a) practical support
b) emotional support
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Descriptive data for scores for Discrepancy PR (DPR) and Discrepancy EM (DEM) 
are shown below:
Table 3: Descriptive Data for scores of Discrepancy for Practical and
Emotional support
Group N Mean DPR s.d. Mean DEM s.d.
CL+P 15 1.22 0.81 1.10 0.88
CP 14 1.33 0.96 0.92 0.68
Comparison 8 0.62 0.64 0.61 0.55
The mean DPR and DEM scores were analysed using one way analysis of variance; 
DPR (F(2, 34) = 1.97, n.s.): DEM (F(2,34) = 1.12, n.s.). The results did not indicate 
any significant differences in terms of the discrepancy between actual and ideal social 
support across the three groups.
Hypothesis 3
There will be significant differences in probable psychiatric "caseness" (as measured 
by the GHQ-12) between mothers of children in the three groups.
Descriptive data for total GHQ-12 scores are shown below:
Table 4: Descriptive Data for GHQ-12 scores
Group N Mean s.d.
CL+P 14 1.43 2.62
CP 13 1.92 3.55
Comparison 8 0.63 1.06
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The mean total GHQ-12 scores were analysed using a one way analysis of variance 
(F(2, 32) = 0.54, n.s.); the results did not indicate any significant differences between 
groups in terms of GHQ-12 scores.
Hypothesis 4
Children in the two cleft groups will show greater behavioural disturbance than 
children in the comparison group.
Descriptive data for PBCL total scores are shown below:
Table 5: Descriptive Data for PBCL scores
Group N Mean s.d.
CL+P 15 8.60 3.20
CP 14 6.50 5.10
Comparison 8 7.63 3.16
The mean total PBCL scores were analysed using a one way analysis of variance 
(F(2, 34) = 0.98, n.s.); the results did not indicate any significant differences between 
children from the three groups in terms of PBCL scores.
Hypothesis 5
There will be a relationship between social support and coping.
In order to test this hypothesis, the two components of social support, as measured 
by the SOS, PR and EM, were first analysed using bivariate correlation. This was 
done to test for multicollinearity; when variables are multicollinear, they are very 
highly correlated with each other and may therefore contain redundant information 
which can cause statistical problems (see Discussion for further explanation).
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However, authors vary on the value of Pearson's correlation coefficient (r) above 
which multicollinearity may occur. Tabachnick & Fidell (1996) recommend that the 
value of r between each pair of independent variables (FVs) should not exceed 0.9, 
whilst Bryman & Cramer (1992) report that the value of r should not exceed 0.8.
PR and EM were correlated: r = 0.78, (N = 37).
The value obtained in this study indicates that PR and EM, although below published 
values shown above to indicate multicollinearity, are nonetheless highly correlated 
with each other. Given that r = 0.78 and was below published thresholds, the 
following analyses were performed. However, the results would need to be 
interpreted with a degree of caution and repeated for confirmation in any future 
studies.
In order to test for any relationship(s) between social support and coping strategy, 
PR and EM were correlated bivariately with the 4 Approach Coping subscales and 
the 4 Avoidant Coping subscales of the CRI.
Tables are shown of the correlation coefficients (r) and p values, p values are only 
included where they are statistically significant; otherwise, n.s. denotes a 
non-significant p value. For each bivariate correlation, N = 37. Variables are 
abbreviated as shown over:
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Table 6: Correlation matrix for Approach Coping subscales
LA = Logical Analysis PA= Positive Reappraisal
SS = Seeking Guidance and Support PS = Taking Problem Solving Action
Variable LA PA SS PS
EM r = -0.54
p = 0.001**
r = -0.08 
n.s.
r = 0.17 
n.s.
r = -0.22 
n.s.
PR r = -0.53
p = 0.001**
r = -0.22 
n.s.
r = 0.31 
n.s.
r = -0.39
p < 0.02*
denotes significance at the .05 level
** denotes significance at the .001 level
The results show that there is a significant inverse association between both practical 
and emotional support and the Approach coping strategy of Logical Analysis; there 
is also a significant but weaker inverse association between practical support and the 
Approach coping strategy of Taking Problem Solving Action.
Table 7: Correlation matrix for Avoidant Coping subscales
CA = Cognitive Avoidance A = Acceptance or Resignation
AR = Seeking Alternative Rewards ED = Emotional Discharge
Variable CA A AR ED
EM r = -0.32 
n.s.
r = -0.29 
n.s.
r = -0.19 
n.s.
r = -0.28 
n.s.
PR r = -0.16 
n.s.
r = -0.291 
n.s.
r = -0.23 
n.s.
r = -0.14 
n.s.
The results show that there are no significant associations between practical and 
emotional support and the four avoidant coping strategies of the CRI.
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Hypothesis 6
Social support will predict the type of coping strategy used by mothers of children 
who have undergone surgery.
In order to test this hypothesis, a series of direct entry multiple regression analyses 
were carried out to examine the extent to which social support predicted coping 
strategies (as measured by the eight CRI subscales) for the mothers in the study.
Results are presented in a table below for each coping subscale/ strategy of the CRI. 
Values are given for F (degrees of freedom shown) and p where the value is 
statistically significant, adjusted r2, (3 weights for EM and PR, and T values for EM 
and PR (p value given when T is statistically significant). Where p values are not 
significant, this is represented by n.s.
Table 8: Results of Direct Entry Multiple Regression Analysis
Variable F(2,32) adj r2 PEM P PR TEM T PR
Logical
Analysis
7.87
p<0.05*
0.29 -0.34 -0.27 -1.55
n.s.
-1.23
n.s.
Positive
Reappraisal
1.16
n.s.
0.01 0.21 -0.38 0.79
n.s.
-1.45
n.s.
Seeking
Guidance
1.87
n.s.
0.05 -0.14 0.42 -0.55
n.s.
1.63
n.s.
Problem
Solving
3.09
n.s.
0.11 0.17 -0.51 0.68
n.s.
-2.09
p<0.05*
Cognitive
Avoidance
2.05
n.s.
0.06 -0.45 0.18 -1.77
n.s.
0.69
n.s.
Acceptance/
Resignation
1.93
n.s.
0.05 -0.15 -0.2 -0.58
n.s.
-0.79
n.s.
Alternative
Rewards
1.77
n.s.
0.04 -0.12 -0.21 -0.48
n.s.
-0.83
n.s.
Emotional
Discharge
1.47
n.s.
0.03 -0.32 0.46 -1.25
n.s.
0.18
n.s.
denotes significance at the .05 level
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The results indicate that social support predicts the Approach coping strategy of 
Logical Analysis. Practical (PR) and Emotional (EM) support are predictive of 29% 
of the variance of Logical Analysis. The higher beta weight value for EM (-0.34) 
indicates that Emotional support is more predictive of Logical Analysis than 
Practical support (-0.27). The negative (3 weight values of both EM and PR indicate 
an inverse predictive relationship with Logical Analysis.
In addition, the results show a significant relationship between Practical support and 
the Approach Coping Strategy of Problem Solving; however, since the overall F 
value of the multiple regression analysis for social support and Problem Solving is 
not significant, this cannot be interpreted further.
The results do not indicate any other significant predictive relationships between 
social support and coping strategies/ subscales.
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SECTION 4 - DISCUSSION
This section will first address salient issues relating to the current study, particularly 
in terms of research limitations. Given these limitations, each hypothesis will then be 
considered in turn, stating whether or not it has been accepted or rejected, referring 
to the relevant literature for any possible explanations or implications for future 
studies.
4.1 Research Limitations
4.1.1 Design
It was the aim of this study to utilize the visible-invisible defect paradigm in order to 
investigate differences across the three groups of children and their mothers. In some 
previous studies, cleft diagnostic groups have been combined, a feature which may 
have simplified the research design, but which ultimately may have confounded the 
results. Thus in this study, the aim was to ensure that the two cleft groups were as 
"pure" as possible, and to this end, children with "syndromic" clefts, or conditions 
with multiple stigmata (e.g. learning difficulties) were excluded. In addition, the 
presence of cleft palate across both the visible and invisible cleft conditions was 
intended to ensure that the key issue of visibility/ invisibility in relation to 
craniofacial anomaly was explored.
In previous psychosocial research in this area, gender, age, and type of craniofacial 
defect have been controlled variables (Strauss & Broder 1991), but variables such as 
the number of operations or extent of defect have been addressed less systematically. 
As the number of independent variables increases, sample size requirements rise in 
order to assure sufficient cell sizes for statistical analysis (Thorndike & Hagen 
1969). If investigators choose or have chosen to limit the complexity and diversity of 
variables studied in recognition of the impact this has on the needed sample size, this 
may affect adversely the validity and ability to reproduce findings. In the present 
study, the variable of the number of operations was addressed by enlisting children
156
Kathrvn Walters Third Year Research
who were under the care of the same Consultant Plastic and Reconstructive 
Surgeon. The children from the comparison group were also all patients of the same 
Consultant Paediatric Surgeon. These issues are important to consider, since surgical 
procedures and results - particularly in craniofacial surgery - differ significantly from 
those in the past. To the author's knowledge, there have been no outcome studies 
examining the psychosocial efficacy of specific cleft lip or palate treatments and 
interventions and their relationship to patient or family satisfaction.
4.1.2 Measures used
All of the measures used in this study are published instruments for which there is a 
body of psychometric data available (see Methodology section). In the case of the 
PBCL, the test was created and normed on a specific age group of children ( 2 - 5  
years). This issue is not problematic for cross-sectional studies; however, the limited 
age utility of an instrument is a clear barrier in developmental or longitudinal studies 
that cross age ranges. Given this, it would be hard to replicate the current study with 
the same groups using the same measure of child behaviour, and another measure 
would be needed which would measure the same construct(s) as the PBCL.
4.1.3 Sample characteristics
The sample used in this study comprised two cleft groups and a comparison group 
of children who had undergone non-facial surgery at a similar age to the cleft 
children. All children were aged 2 - 5  years. No data was collected in terms of 
population characteristics of the mothers, e.g. age, education or marital status, 
something which with hindsight, may have been useful in terms of the interpretation 
of the results. Another issue worth consideration is that of sampling bias, which 
threatens the validity of research findings. The fact that all of the children used in 
this study came from only one hospital may mean that their demographic profile and 
factors such as socioeconomic status, and ethnic, racial or religious identity were not 
as representative as they could have been. This may alter the ability to generalize 
research findings. Nonetheless, the hospital from which participants were selected is
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a regional centre for cleft lip and palate repair, and this probably reduced the danger 
of sampling bias to some extent.
Another issue worthy of comment is the absence of an age and gender matched 
control group in this study. One explanation for this was the existence of normative 
data for the PBCL, which enabled comparison with normative samples. Another 
explanation concerned the effect any type of surgery may have upon a child and their 
mother/ family. With this in mind, the non-facial surgical comparison group were 
selected for the current study. However, this group are not without methodological 
limitations. Firstly, the comparison group were all male and therefore not gender 
matched with the two cleft groups, although in both cleft groups there was a higher 
proportion of males than females, and this may have been related to the fact that 
clefts affect twice as many males as females (Hanson & Murray 1990). Secondly, the 
comparison group contained children who had one of two conditions, hypospadius 
or undescended testis. It would undoubtedly have been better from a methodological 
perspective if enough children with only one medical condition had been selected for 
inclusion in the comparison group. However, this was not possible and the author 
therefore took advice from a Consultant Paediatric Surgeon as to which medical 
conditions could be best matched to the two cleft conditions. Finally, it is interesting 
to note that the response rate to the study was lowest for the comparison group. It is 
difficult to offer any explanation for this, other than the fact that the mothers of the 
cleft children were contacted before the mothers of the comparison children. This 
may have influenced their response rate, especially since reminder letters to them 
would have been more proximal to the school summer holidays than for the cleft 
groups.
4.1.4 Data characteristics and use of statistical analyses
Although all of the data in this study were low level (ordinal), they were inspected at 
the outset for the criteria of being normally distributed, and homogeneity of variance 
was also tested. Both these criteria were met and therefore parametric analyses were 
performed, as specified in the Results section. However, since the sample size
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(N=37) was not large, caution should be exercised when considering the 
interpretation of the Results and of any recommendations for further research. The 
essential caveat to all of the Results reported in this study is that they would ideally 
need to be repeated again with a larger sample size.
The use of one way analysis of variance and of correlation analysis does not merit 
comment, these tests being entirely appropriate for this study. However, a series of 
direct entry multiple regression analyses were also carried out, and there are two 
issues to consider. Firstly, the sample size in this study was technically too small for 
such analysis; the likely result of small sample size in regression analyses is a larger 
standard error for each independent variable (TV), which in turn is more likely to 
lead to a non-significant T value. This makes the interpretation of Results more 
difficult. However, in this study, such analysis was used predominantly as an 
exploratory technique and to generate hypotheses for future research. In addition, 
there is no other comparable statistical model to multiple regression, and had this 
analysis not been done, the only remaining option would have been correlation 
analysis (which was performed anyway). The second issue to consider is that of 
multicollinearity which is mentioned briefly in the Results section. Multicollinearity 
can cause both logical and statistical problems; it renders matrix inversion unstable. 
Matrix inversion is the logical equivalent of division; calculations requiring division 
cannot be performed on singular matrices because they produce determinants equal 
to zero that cannot be used as divisors (Tabachnick & Fidell 1996).With 
multicollinearity, the deteminant is not exactly zero, but it is zero to several decimal 
places. Division by a near zero determinant produces very large and unstable 
numbers in the inverted matrix which can lead to error terms becoming so large that 
none of the coefficients are significant; in addition, when r = 0.9, the precision of 
estimation of weighting coefficients is halved. This is why multicollinearity is said to 
potentially lead to unstable regression coefficients. Although the value of r obtained 
in this study for the I Vs of PR and EM (r = 0.78) was below published thresholds, it 
is prudent nonetheless to view the Results cautiously and to invoke the caveat 
mentioned at the beginning of this section.
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Having considered the limitations of the current study from a number of 
methodological perspectives, it is now appropriate to address each hypothesis in 
turn. The hypotheses will not be rewritten, having already been stated and restated in 
the Introduction and Results sections.
4.2 Discussion of Hypotheses
4.2.1 Hypothesis 1
The results obtained in this study led to this hypothesis being rejected, which is a 
contrary finding to most previous studies (Benson, Gross, Messer, Kellum & 
Passmore 1991; Speltz, Morton, Goodell & Clarren 1993) which have reported less 
social support for mothers of children with visible facial deformity. The results of 
this study also differ from those of Speltz, Endriga, Wilson & Clarren (1992) who 
reported greater social support for mothers of CL+P babies aged 3 months old.
However, the studies mentioned above differed from the current study in many 
aspects. Benson et. al. (1991) used a wide age range of children (1 month - 5 years), 
who were classed as "facially deformed"; this group comprised a variety of clefts, 
25% of which were syndromic (e.g. Pierre Robin, Treacher Collins), which may 
have confounded their findings. Different measures of parental social support were 
also used, although they were established, published measures. The Speltz et. al 
(1993) study was a longitudinal follow-up and used children aged 5-7 years old and 
their mothers, although their sample size was small (CL+P = 9, CP = 7 and SS = 7) 
and again, different measures of maternal social support were used.The only study 
reviewed to report increased social support among mothers of CL+P children was 
that of Speltz et. al. (1992) who investigated babies and their mothers prior to 
receiving any corrective surgery. It is possible that visible craniofacial anomaly may, 
in the early months of life, draw more supportive attention than invisible 
impairments, and that the reported decrease in social support available to mothers 
may be in part due to the prominent influence of peer interactions in the life of a 
child as he or she gets older. If this is true, then the results from this study may not
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be so unusual; the children studied here were broadly in between the age groups of 
previous studies, being neither babies, nor fully in school. As such, the level of peer 
interaction at this time may be more fluid and this in turn could influence how the 
mothers perceive their social networks, leading to little reported difference, either 
positive or negative.
To draw any firm conclusions, the results of this study would need to be repeated 
with a larger sample and preferably with an age and gender matched control group. 
However, if it is true that a mother's social support network changes both 
quantitatively and qualitatively as her child with a craniofacial anomaly gets older, 
this has implications for those who are professionally involved in terms of 
counselling or helping prepare the family for the future.
4.2.2 Hypothesis 2
This hypothesis related to the discrepancy in ideal and actual social support reported 
by mothers. The results obtained in the present study led to the hypothesis being 
rejected since there were no significant group differences. The theoretical basis for 
this hypothesis came not from a study of craniofacial populations, but instead from 
studies of mothers of children who were chronically ill (Pelletier, Godin, Lepage & 
Dussault 1994). Their study reported that mothers wanted more support than they 
received, which could be conceptualized as a discrepancy between ideal and actual 
social support. An interesting aspect of that study was that professionals were 
identified as important sources of support, a finding which has important 
implications for services.
In the absence of any studies explicitly investigating this aspect of social support 
with cleft groups, the hypothesis was generated for exploratory purposes. It is 
perhaps not surprising that it was rejected given that the first hypothesis was also 
rejected. However, as with the discussion above for hypothesis 1, further replication 
of results is needed before any generalizations can be made regarding the social 
support of mothers of children with craniofacial anomaly; attention could also be
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given to the role of the professional in terms of providing social support. This issue 
is very pertinent among cleft groups who are often seen by a variety of professinals 
over a number of years.
4.2.3 Hypothesis 3
This hypothesis was rejected since there were no significant differences between 
groups in terms of psychiatric "caseness". As with hypothesis 2, to the author's 
knowledge, there were no studies addressing the effect of social support on 
psychological health in mothers of children with craniofacial anomaly, and as such, 
the hypothesis was again exploratory. However, in the literature regarding 
chronically ill children, there have been studies (Jessop & Stein 1985; Hobfoll & 
Lerman 1989) which suggested that a lack of social support adversely affected the 
psychological status of mothers. Both studies investigated mothers of children with 
heterogeneous physical diagnoses ranging from nonserious illnesses (colds, rashes) 
to more chronic conditions (asthma, ambulatory neurological disorders and heart 
disease). Neither study included any children with craniofacial anomaly, so it is 
perhaps not surprising that the findings of the present study are different to those 
mentioned above. The current study investigated a different sample population; 
neither clefts nor hypospadius nor undescended testis are regarded as chronic 
childhood illnesses.
The general theoretical shift away from the medical model of research with cleft 
populations - t o  a more psychosocial model - is arguably contradicted by the 
investigation of psychiatric "caseness". The fact that mothers across the three groups 
in this study did not exhibit significant differences in terms of their GHQ-12 scores is 
encouraging for the psychosocial model with its emphasis less upon the presence or 
absence of psychopathology and more upon broader, health based issues. Given 
Tobiasen's (1990) assertion that the search for psychopathology in cleft populations 
has not generally been fruitful, the current results should not be surprising, although 
of course, they would need to be replicated before any firm conclusions were drawn.
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4.2.4 Hypothesis 4
This hypothesis concerned the behaviour of pre-school children with visible and 
invisible clefts and was rejected in the light of the present study's results. This finding 
appears to contradict the study of Speltz et. al. (1993), which reported that a sizable 
minority of cleft children had increased behaviour problems when compared with a 
group of children with sagittal synostosis. Benson et. al. (1991) concluded that the 
social competence of children in their study was the most important predictor of 
parental social support. These two studies have been discussed in more detail in
4.2.1 in terms of the different ages and diagnostic groups of children used, compared 
with this study. These differences may be enough to account for the findings 
observed here. However, an additional finding of the Benson et. al. (1991) study was 
that parents of children with craniofacial anomaly appeared to underreport the 
presence of behavioural problems in their children. This finding does not appear to 
have been replicated, but if it is valid, then the lack of significant differences in terms 
of PBCL scores across the three groups in this study would not be surprising since 
the parents of cleft children may have underreported behaviour problems. This issue 
highlights the need for child behaviour measures which are not only completed by 
parents, but also corroborated by others, for example, teachers, nursery leaders etc. 
Of course, a salient issue in the current study is that the age of children selected (2 - 
5 years) means that many of them would probably not attend either nursery or 
school, thus making such corroboration of parental report more difficult.
If child social competence predicts parental social support, as Benson et. al. (1991) 
suggest, then the findings from this hypothesis would be linked to those of 
hypotheses land 2; these appear to be consistent with each other in terms of the lack 
of significant differences between cleft and comparison groups.
The results discussed thus far appear to indicate that there are complex relationships 
between social support, child behaviour, and maternal health. These have not been 
adequately investigated here, but are surely indicated for future studies, particularly 
if conducted with the age group of 2 -5 year old cleft children. The issue of whether
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or not the visibility/ invisibilty of a cleft is a mediating factor in child and maternal 
behaviour does not appear to have been conclusively resolved; this is convergent 
with MacGregor's (1982) finding that degree of distress does not have a simple 
relationship with the degree of disfigurement.
4.2.5 Hypothesis 5
This hypothesis was related to the existence of a relationship between social support 
and coping, a concept which has considerable support in the literature (Holahan & 
Moosl987; Thoits 1986). Social resources have been thought to be positively 
associated with both physical and mental health because they provide emotional 
support, tangible assistance and informational guidance. In this regard, people with 
more social support have been hypothesized to be less likely to use avoidance coping 
strategies. Moreover, individuals in supportive families have been hypothesized to 
engage in more approach coping and less avoidance coping than individuals in less 
supportive families (Billings & Moos 1981). In summary, the availability of social 
support would promote approach coping strategies and discourage avoidant coping 
strategies (Holahan & Moos 1987).
The results of the statistical analysis led to the hypothesis being accepted; there was 
found to be a relationship between social support and coping, although it was not 
global, being found only for 2 of the 4 approach coping strategies. Bivariate 
correlation revealed a significant inverse association between practical and emotional 
support and Logical Analysis, a cognitive approach coping strategy. There was also 
found to be an inverse association between practical and emotional support and the 
behavioural approach coping strategy of Taking Problem Solving Action. No 
significant associations were found between practical and emotional support and any 
avoidant coping strategies.
The inverse associations reported in this study are divergent with the existing 
literature, although many of the studies on coping and social support have utilized 
very different sample populations (e.g. depressed individuals, alcoholics) to the
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current study. There are to date, no previous studies that have investigated the 
relationship between social support and coping among cleft populations. If, as 
previous research appears to suggest, such a relationship is global, then the results 
reported here must be seen as spurious. However, if different populations are shown 
to exhibit differences in terms of the relationship between their social support and 
coping strategies, then the current model may need to be reconceptualized to take 
this into account. This can only occur as and when different populations are 
investigated with the same measures of coping and social support.
4.2.6 Hypothesis 6
This hypothesis followed conceptually from the previous hypothesis, in that if there 
was a relationship between social support and coping, then social support should 
predict the type of coping strategy used.
This hypothesis could not be rejected, since there was one significant predictive 
relationship found, that being inverse between social support and Logical Analysis, 
an approach coping strategy. This finding runs counter to the published literature for 
the same reasons as are discussed in 4.2.5., although the reader is reminded that 
there have been no studies investigating this issue with the same groups as were used 
in the present study.
The absence, in this study, of any other significant predictive relationships between 
social support and coping are surprising from the perspective of the published 
literature, both experimental and theoretical. This may be related to the sample size 
used in this study, as well as the possible effect of multicollinearity discussed at the 
beginning of this section.
In order for any firm conclusions to be drawn regarding this complex issue, further 
research would be indicated, with larger sample sizes; only then could the power of 
the statistical analyses be adequately exploited.
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4.3 Conclusions
The present study addressed a number of issues relating to children with clefts and 
their mothers. One of the central issues was whether the visibility or invisibility of a 
cleft was a mediating factor in terms of measuring child behaviour or maternal 
social support and coping.
The rejection of all hypotheses linked with this issue would suggest that a visible 
cleft does not confer any significant disadvantage upon either a child or their mother, 
and although this position seems to be in apparent contradiction to much of the 
published literature, it is convergent with the writing of MacGregor et. al. (1953; 
1982) who said that there was no linear association between the severity of facial 
deformity and the degree of disturbance.
This position is probably encouraging for those who want to continue to move 
research with cleft groups away from the medical model toward a broader health 
based model that incorporates aspects of psychological and social functioning. 
However, the embracing of such a model may mean that research will be more 
difficult to pursue; as has been reported here, there will be many issues worthy of 
exploration which are related to each other in ways that have not yet been 
delineated. This potential problem only serves to underline the need for careful 
research design, paying attention to many of the issues that have been suggested for 
further investigation in this study.
In addition, if research with cleft groups continues to explore aspects of social and 
psychological functioning, then it can be expected that clinicians may increasingly 
find themselves in professional contact with children and their parents. Strauss & 
Broder (1991) discuss the increase (in North America) of psychosocial services 
available to cleft groups, and anecdotally describe their achievements. However, 
there is little published data on outcome; this should be a challenge to both research 
and clinical psychologists in the future.
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Miss Kathryn Walters 
55 Bickley Street 
Tooting
London SW 17 9NF
Dear Miss Walters,
Thank you for your letter, informing the Committee o f  an amendment to this study. I can see  
no problem with this and am happy to take Chair's action for you to proceed with the study.
Yours sincerely
Dr Joe Collier
Vice-Chair/Clinical Secretary 
Local Research Ethics Committee
W HN045
Incorporating:
S t  G eorge’s Hospital 
A tkinson M orley’s Hospital 
Bolingbroke Hospital
APPENDIX 2
Letter to Caregiver of Cleft Children
174
Department o f  Child Psychology  
Ground Floor, Lanesborough Wing 
St. George's Healthcare N H S Trust 
St. George's Hospital 
Blackshaw Road, London SW 17 OQT 
Telephone: 0181-672 1255
Dear Parent,
I am a colleague o f  Mr. A. L. H. M oss, Consultant Plastic and Reconstructive Surgeon, and 
Ms. K. Hannay, Paediatric Speech and Language Therapist, both o f  whom have probablv had 
contact with you and your child in the past.
As part o f  ongoing attempts to improve and enhance the service offered to families, w e are 
conducting a study o f  the impact on parents o f  having a child with cleft lip and/ or palate. 
Hopefully, the results will lead to an improvement in the service offered to families, 
particularly in terms o f  the support offered by professionals. We hope that you will consider 
this a worthwhile project and will take the opportunity to participate.
We would appreciate it greatly if  you could take the time to complete and return the enclosed  
questionnaires in the stamped addressed envelopes to me at St. George's. Please return the 
slip at the bottom o f  the page with your completed questionnaires, stating whether or not you  
wish to receive a summary copy o f  the findings o f  the study. The questionnaires should take 
no longer than a total o f  30 minutes to complete.
All information provided will be treated in the strictest confidence and all children and their 
parents will be identified by number only, not by name.
I enclose an information sheet about the 4 questionnaires to be completed.
Thank you for your help.
Yours sincerely,
Kathiyn Walters B. A. (Oxon)
Clinical Psychologist in Training
I wish/ do not wish to receive a summary copy o f  the study's findings (delete as appropriate)
Age o f  child at last birthday - _______
Child's gender - M ale/ Female (delete as appropriate)
Your relationship to child - (e.g. mother, father, aunt, etc.) ________ _________
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INFORMATION SHEET FOR PARENTS
There are four questionnaires enclosed with this sheet and letter; three of which are intended 
to measure the effect upon you as the parent of a child with cleft lip and/ or palate, and the 
fourth of which is intended to measure certain behaviours in your child, such as toileting, 
social behaviour and activity levels. The first three questionnaires may not seem relevant but 
are very helpful for the study as a whole.
All of the questionnaires are designed to be filled in easily and quickly; each one should take 
no longer than 10 minutes to complete.
The three questionnaires for the parent are;
- The General Health Questionnaire
- The Significant Others Scale
- Coping Responses Inventory
For each of these, we ask that the mother of the child fills them in for herself, unless that is 
not possible, for whatever reason, in which case we ask that the principal caregiver of the 
child fills in the questionnaires. Please identify your relationship to the child on the return slip 
at the bottom of the letter.
The questionnaire to measure the child's behaviour is called the Pre-School Behaviour 
Checklist; please fill it in yourself for your child.
As stated in the letter, all the information you provide will be strictly confidential, and children 
and parents will be identifiable by numbers only, not by names or addresses.
If you have any queries or questions regarding the study or the questionnaires, please contact 
me at St. George's Hospital; my direct telephone number is 0181-725 1338, or a message can 
be left with the Secretary on 0181-725 2072.
We would ask that you complete and return the questionnaires as soon as possible.
Thank you for your assistance.
Kathryn Walters
Clinical Psychologist in Training
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Department of Child Psychology 
Ground Floor, Lanesborough Wing 
St. George's Healthcare NHS Trust 
St. George's Hospital 
Blackshaw Road, London SW17 OQT 
Telephone: 0181-672 1255
Dear Parent,
I am a colleague of Miss S-A Boddy, Consultant Paediatric Surgeon, who has probably had 
contact with you and your child in the past.
As part of ongoing attempts to improve and enhance our service, we are conducting a study of 
the impact on parents of having a child who has undergone Paediatric surgery. Hopefully, the 
results will lead to an improvement in the service offered to families, particularly in terms of 
the support offered by professionals. We hope that you will consider this a worthwhile project 
and will take the opportunity to participate.
We would appreciate it greatly if you could take the time to complete and return the enclosed 
questionnaires in the stamped addressed envelopes to me at St. George's. Please return the 
slip at the bottom of the page with your completed questionnaires, stating whether or not you 
wish to receive a summary copy of the findings of the study. The questionnaires should take 
no longer than a total of 30 minutes to complete.
All information provided will be treated in the strictest confidence and all children and their 
parents will be identified by number only, not by name.
I enclose an information sheet about the 4 questionnaires to be completed.
Thank you for your help.
Yours sincerely,
Kathryn Walters B. A. (Oxon)
Clinical Psychologist in Training
I wish/ do not wish to receive a summary copy of the study's findings (delete as appropriate)
Age of child at last birthday - ______
Child's gender - Male/ Female (delete as appropriate)
Your relationship to child - (e.g. mother, father, aunt, etc.) _______________
